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I. Incidence and Mortality 
7 POPULARITY of barbiturates as sedatives 
and hypnotics has been increasing from year to 
year. There has been a parallel increase in the 
number of patients who have ingested these drugs 
in overdosage, either accidentally or with suicidal 
intent. 

It is estimated that in the United States more 
than 15,000 patients are seen each year because of 
barbiturate poisoning. The number of reported 
deaths in the United States has risen from 266 in 
1935 to a peak of 1,140 in 1949, and remained close 
to 1,000 in 1953. According to these figures the 
proportional number of cases of barbiturate poison- 
ing in Rhode Island would be 70 per year, with 5 
fatalities from it. The information obtained from 
the Rhode Island Division of Vital Statistics 
showed that in 1956 there were actually 8 deaths 
from barbiturate poisoning in Rhode Island. 

Until recently the over-all mortality rate from 
barbiturate poisoning remained to about 10%, in 
serious cases increasing to over 20% .7 Among other 
countries the Scandinavian countries were partic- 
ularly concerned about such high mortality rates. 
Thorough investigations into the causes of high 
mortality rate in barbiturate poisoning were under- 
taken. Between 1945-1951 several reappraisals 
were made in the previous methods of treatment. 
One important contribution in Denmark was the 
organization in 1949 of a Center in Copenhagen 
for the treatment of all patients from Copenhagen 
and its environs with severe poisoning. As a result 
of these changes the mortality from barbiturate 
and morphine poisoning in Denmark was brought 
down from 25% in 1945 and 1946, to 3.7% in 1951, 
and even down to 1.6% in Copenhagen in 1951.* 
The same appreciable results have been obtained 
with comparable methods of treatment in the 





United States. Among 243 patients with barbitu- 
rate poisoning treated between 1953-1956 in King 
County Hospital, Seattle, there were only 4 fatal- 
ities, giving a total mortality rate of 1.6% for all 
patients and of 2.5% for the comatose patients.* 

These results are rewarding indeed, since the 
great majority of the patients who have attempted 
suicide by barbiturate intake are happy to have been 
saved. According to the Danish reports only 5% of 
the patients saved repeated the suicidal attempts.° 

As far as the sex and age distribution of the 
patients of barbiturate poisoning are concerned, 
the females outnumber the males in a ratio more 
than 2:1. Most of the patients belong to the age- 
group of 30-49 years. 


Il. Severity of Poisoning and 
Blood Barbiturate Level 


In the treatment and prognosis of barbiturate 
poisoning it is of great importance to be able to 
evaluate the degree of severity of the poisoning. 
Since in most cases the amount and type of bar- 
biturates ingested is unknown or the information 
is unreliable, the clinical findings and blood bar- 
biturate levels are used as criteria for classification 
of patients into different groups according to sever- 
ity of poisoning. 

On the basis of clinical findings, Reed and co- 
workers® and Plum and Swanson? have classified 
the cases into the following groups: 


Group 0: Patients who could be aroused and 
could give their own histories. 


Group J: Patients in coma, who will withdraw 
from painful stimuli. No respiratory or circula- 
tory embarrassment. Reflexes intact. 


Group II: Patients in coma, who do not with- 
draw from painful stimuli. No respiratory or 
circulatory depression. Most or all of the reflexes 
intact. 


Group II]: Patients in deep coma. No significant 
respiratory or circulatory depression. Most or 


all of the reflexes absent. 
continued on next page 
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Group JI”: Patients in deep coma with respira- 
tory and circulatory depression. Most or all of 
the reflexes absent. Duration of coma longer 
than 36 hours. 

It is obvious that the Group /I” patients create 
the most difficult problem in management. Most of 
the fatal cases belong in this group.* * The possible 
complications in this group are: depression of res- 
piratory and circulatory centers with resultant 
anoxia of the brain and heart; circulatory failure 
with shock and cardiac arrhythmias; pneumonia 
and pulmonary atelectasis. The Scandinavian au- 
thors have called attention to a high incidence of 
circulatory complications.” Pneumonia as a com- 
plication has been found to be most frequent fol- 
lowing the ingestion of long-acting barbiturates 
(phenobarbital, barbital ). 

During the past decade noticeable progress has 
been made in determination of the level and type 
of barbiturates in the blood. This has been possible 
since the introduction of ultraviolet spectro- 
photometric methods by Walker, Fisher and co- 
workers in 1948,*:5> and Goldbaum in 1952.° No 
perfect correlation has been found between the se- 
verity of poisoning and blood barbiturate level.!° " 
However, certain hints, helpful in the planning of 
treatment and estimation of prognosis, can be 
obtained. 

Table No. 1 shows that long-acting barbiturates 
(phenobarbital, barbital ) produce severe poisoning 
at a higher blood level than intermediate-acting 
(amytal) and short-acting (nembutal, seconal). 
Apparently the more rapid-acting barbiturates have 
a higher physiologic and toxic potency producing 
severe poisoning at a lower blood level. On the 
other hand, the long-acting barbiturates are mostly 
excreted in the urine unchanged, and this is re- 
flected in the slow rate of fall in the blood level. 
Therefore, the coma from long-acting barbiturates 
is prolonged and complications more frequent. The 
short-acting barbiturates are metabolized rapidly 
in the liver, and therefore the rate of fall in the 
blood level is rapid. 

It should be stressed that one cannot expect the 
blood barbiturate levels given in Table No. 1 to be 
considered as fixed norms. There are too many 
variables in individual cases : time interval between 
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ingestion of barbiturates and determination of 
blood level; rate of absorption: other drugs, par- 
ticularly alcohol, ingested ; previous diseases, par- 
ticularly liver and kidney disease. All these factors 
alter the correlation between the depth and dura- 
tion of coma and blood barbiturate level. It seems 
to be significant to mention that there appears to be 
a synergistic effect of barbiturates and alcohol. 
Several cases of sudden deaths have been reported 
where neither the barbiturate nor the alcohol con- 
centration would ordinarily be considered as fatal 
levels.S” Certainly, the possible liver disease of 
alcoholics contributes to the slow elimination of 
barbiturates. Thus, caution should be used in pre- 
scribing barbiturate sedation for alcoholics. 


III. 
Considerable controversy exists concerning the 
most effective methods of treatment of barbiturate 
poisoning. There are two opposing schools of 
thought. One school, originated by Scandinavians 
led by Nilsson,'? has condemned the use of potent 
analeptic drugs in the treatment of barbiturate 
poisoning. They have taken an active expectant 
attitude relying on supportive treatment only. How- 
ever, there are representatives of this school of 
thought who do not exclude the limited and cau- 
tious use of analeptics in selected cases.1%°:%)'4 
The objections to the use of analeptics are several. 
Through their stimulant action the analeptic drugs 
increase the oxygen demand and thus aggravate 
the anoxia of the brain already present in barbitu- 
rate poisoning. Some of the analeptics, like Picro- 
toxin and Metrazol (pentamethylenetetrazol ) can 
cause convulsions and thus depress even more the 
already depressed centers. Cardiac arrhythmias 
have been found to be more frequent when analep- 
tic drugs are used. Also, some analeptics can cause 
vomiting and thus increase the danger of aspira- 
tion-pneumonia. 


Treatment 


The other school of thought, represented by 
Koppanyi and Fazekas," '*:'8 insists on the admin- 
istration of potent analeptics like Picrotoxin and 
Metrazol. However, they do agree on the impor- 
tance of supportive measures in addition to the use 
of analeptics. The reasons why they favor the use 
of analeptics are as follows. When used properly 
most of the side-effects can be avoided. Recovery 


TABLE NO. 1 


Blood barbiturate levels according to the severity of poisoning and elimination rates 
according to the type of barbiturates ingested. 





Blood barbiturate level mg/100 ml. 


Rate of fall in the 





Type of barbiturate ingested Compatible with 
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BARBITURATE POISONING 


from barbiturate poisoning is shortened and thus 
the fatalities from complications such as pneumonia 
can be prevented. 

As can be seen from the above discussion, there 
is no controversy about the significance of suppor- 
tive therapy (also called symptomatic, conserva- 
tive, physiological therapy ). 

In the following the principles of supportive 
therapy will be outlined. 

1. Initial evaluation of patient’s condition: 
state of consciousness, responsiveness to pain, re- 
flexes, integrity of airway, respiration, pulse, blood 
pressure, temperature. The initial findings will de- 
termine the sequence of the next steps. 

2. When patient is in no immediate respiratory 
or circulatory danger, and his pharyngeal and 
laryngeal reflexes are intact, and if no more than 
4-6 hours have elapsed since the ingestion of bar- 
hiturates, patient’s stomach is emptied by aspira- 
tion. Gastric lavage is not recommended because 
of the chance that with the wash-fluid the barbitu- 
rates still present in the stomach can be conveyed 
down into the intestine where they are absorbed, 
causing deepening of the coma. In the absence of 
pharyngeal and laryngeal reflexes a cuffed endo- 
tracheal tube should be passed before the aspira- 
tion of stomach. This will prevent pulmonary 
aspiration in case patient regurgitates or vomits. 

3. Patient is placed in semiprone position with 
the head slightly lower (5°) than the feet. Lower- 
ing the head more than 5° may cause elevation of 
diaphragm and thus interfere with respiratory ex- 
change. When hypotension is present the Tren- 
delenburg position is used. Patient is turned from 
side to side every 1-2 hours. Blood pressure, pulse, 
respiration, temperature, color, and state of con- 
sciousness are checked at hourly intervals. When 
patient is in grade 2, 3 or 4 coma, penicillin is 
started prophylactically. If coma has lasted more 
than 6 hours, an indwelling catheter is inserted into 
urinary bladder. The eyes are protected from dry- 
ing by mineral oil or by taping the lids shut. 

4+. Respiratory management: Great care should 
be taken to keep the airways clean. When patient 
remains in coma for more than 8-10 hours and 
when the cough-reflex is absent, the endotracheal 
tube should be inserted to facilitate the aspiration 
of secretions and administration of oxygen. The 
endotracheal tube should be changed every 12-24 
hours to prevent edema and necrosis of the larynx. 
If intubation is required longer than 3 days, trache- 
otomy should be performed. Oxygen is administered 
© L.. per minute by nasopharyngeal catheter or 4 L. 
per minute by endotracheal tube. Usual precautions 
should be observed in checking patient’s response 
to oxygen. Over-oxygenation may cause further 
depression of respiration of deeply comatose anoxic 
and hypercapnic patients. 
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If necessary, mechanical respiratory devices 
should be used: manual artificial respiration, man- 
ually compressed anesthesia bag, intermittent posi- 
tive-pressure ventilator or mechanical body res- 
pirator. 

5. Circulation: Intravenous infusion of 5% 
glucose in water is started to provide fluids, and 
also to provide an immediate route if blood plasma 
or whole blood or vasopressor agents become nec- 
essary. The amount and type of fluids in 24 hours 
is estimated according to the degree of dehydra- 
tion, blood electrolyte values and urinary output. 
Since it has been shown experimentally that bar- 
biturates have an antidiuretic effect, care should be 
taken not to overload the circulation with intra- 
venous fluids.'* When systolic blood pressure falls 
to 85 mm. Hg, vasopressor agents (neosynephrine 
or levarterenol) should be administered as needed. 
If puimonary edema develops, the patient should 
be digitalized. 

The active supportive therapy without the use of 
analeptics has resulted in considerable decrease of 
mortality from barbiturate poisoning, as shown in 
recent statistics.*:!+-74 However, the majority of 
the patients included into these statistical data belong 
to the less severe group of barbiturate poisoning. 
And yet the fatalities occur mostly among a small 
group of patients with severe respiratory and cir- 
culatory depression (group IV). No comparative 
statistical data are available to demonstrate con- 
vincingly that analeptics have no place at all in the 
treatment of severe barbiturate poisoning. 

Analeptics. It is suggested that analeptic drugs 
may be useful in severely poisoned patients, who 
do not respond to supportive therapy. Picrotoxin 
and Metrazol have been the most commonly used 
analeptics in the United States. In continental 
Europe Picrotoxin has never been popular. Metra- 
zol (pentamethylenetetrazol ), Geastimol (phthalic 
acid bis-diethylamide), Coramine (nikethamide ) 
and Benzedrine (amphetamine) have been used, 
the first two more frequently than the latter two. 

It is of interest that around the time when con- 
siderable doubts were expressed about the useful- 
ness of the analeptic drugs mentioned above, a new 
agent for the treatment of barbiturate poisoning 
was discovered. In 1954 Shaw and co-workers in- 
troduced Megimide (beta, beta-methylethylglutari- 
mide ).? Megimide is considered to be a direct an- 
tagonist to the barbiturates. When administered 
intravenously in cases of barbiturate poisoning, 
rapid arousal with improvement of respiration and 
return of reflexes has been obtained. The properties 
of Megimide and its use in the treatment of bar- 
biturate poisoning will be discussed in a separate 
paper. 

During the recent years, some other methods 


have been used in the treatment of barbiturate 
continued on next page 
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poisoning. 

Hemodialysis by artificial kidney has been found 
to be an effective means of barbiturate removal 
from the body.'*:!:* Excellent and rapid results 
have been obtained in severely poisoned patients. 
It is particularly useful on patients who have in- 
gested long-acting barbiturates. However, this 
procedure requires special equipment and skills and 
therefore cannot, as yet, be used widely. 


Nonconvulsive electrical stimulation has been 
employed since 1950 for the treatment of barbit- 
urate poisoning.!*:*°-?! For stimulation the Reiter 
electrostimulator is used, which provides a recti- 
fied, mechanically interrupted, pulse type current. 
With head-electrodes, currents 1-3 milliamperes, 
and with peripheral electrodes, currents up to 10 
millamperes have been used. Increased ventilation, 
improvement in circulation and earlier return of 
reflexes are produced. The beneficial effects are 
attributable to the reflex effects on respiratory and 
cardiovascular functions induced by the excitation 
of afferent nerve fibers. Earlier arousal can be 
produced. Arousal is signified by the appearance 
of response to painful stimuli, the return of reflexes 
and spontaneous movements, and improvement in 
respiration and circulation. However, there is no 
convincing evidence to show that the waking-time 
would be shortened. Awakening has occurred when 
the patient is able to answer questions intelligibly. 
Awakening is still the result of metabolic degrada- 
tion and renal excretion of barbiturates. The effects 
of electrical stimulation are somewhat similar to 
the effect from analeptics. The advantage of elec- 
trical therapy lies in the ease and precision of con- 
trol of stimulation. No deleterious side effects are 
reported, save the possibility of producing convul- 
sions when currents higher than 10 millamperes are 
used. 

Finally, a few words about the administration 
of NaHCO, in phenobarbital poisoning. On the 
basis of the studies in experimental animals and in 
man, Waddell and Butler?* demonstrated that 
physiological shifts in blood pH influence the dis- 
tribution and excretion of phenobarbital. At a 
given pH-level of the blood, there is a certain 
equilibrium between the concentration of undisso- 
ciated tissue phenobarbital and dissociated plasma 
phenobarbital. Increasing the blood pH with ad- 
ministration of NaHCOs, the plasma level of 
phenobarbital increases and the tissue level de- 
creases. Since tissue level decreases, the coma 
lightens. It has been shown also that in alkaline 
urine the excretion of organic acids is increased. 
Phenobarbital is an organic acid. In alkaline urine 
the rate of elimination of phenobarbital is expected 
to increase three times that found normally. Nor- 
mally the decrease of the plasma concentration of 
phenobarbital in man is of the order of 15% in 24 
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hours. With alkalinizing treatments, the plasnia 
concentration of phenobarbital is expected to de- 
cline 40% or more in 24 hours. These results were 
obtained not only in experimental animals but also 
in man. Since the other barbituric acid derivatives 
are not as strong acids as phenobarbital, this type 
of treatment could not be expected to be of nearly 
so much value in poisoning with any other barbit- 
urate. The dose of NaHCOs given by Waddell and 
Butler to their human test subjects was 50 gin. 
orally or 14 gm. in hypertonic solution intra- 
venously. 

The results of this type of treatment appear to 
be promising. However, more case reports are 
needed before any conclusions can be drawn. 


SUMMARY 


The incidence of barbiturate poisoning and the 
mortality from it are discussed. 

A classification of the severity of barbiturate 
poisoning on the basis of clinical findings is pre- 
sented. The value of the determination of the level 
and type of barbiturates in the blood is considered. 

Under the treatment of barbiturate poisoning 
the principles of supportive therapy are outlined. 
The use of analeptic and antagonistic drugs, hemo- 
dialysis, nonconvulsive electrical stimulation, and 
NaHCOs are discussed. 

With the emphasis on supportive therapy the 
mortality rate from barbiturate poisoning has de- 
creased during the past decade from 10-20% to 
2-4%. 
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WHAT WEARS OUT THOSE TWO FINGER NAILS? 








FIGURE 3 
An elderly lady keeps one thumb nail long and polished. 
















FIGURE 1 
Calluses on a thirty-five-year-old woman’s palm. WHY? 

0 . No housework. No factory work. 
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All but two finger nails well cared. Writer callus 
demonstrates office occupation. Age 20. 
No house or factory work. 


FROM? 
(*Courtesy of Dr. Ledo, Valladolid, Spain) 





FIGURE 4 
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Answers on page 92. Notched teeth, but not Hutchinsonians.* 
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= DeceMBER, 1955, I reported my experiences 
with the intra-articular use of hydrocortisone. 
I now wish to add to the report the observations 
made on the use of hydrocortisone in numerous 
other lesions during the course of my office ortho- 
pedic practice (Table 1). 

TABLE 1 


Summary of Cases Injected with Hydrocortisone 


. ARTHRITIS ae 
A. Rheumatoid | anid 
B. Osteoarthritis { 1022 
C. Gouty 11 
D. Traumatic 39 
2, JOINT EFFUSION 
A. Hemarthrosis of Knee 33 
B. Hydroarthrosis of Knee 
3 BURSITIS 
A. Calcified Acute 
1. Subdeltoid-Subacromial 
2. Radiohumeral 
3. Trochanteric 
B. Calcified Chronic 
1. Subdeltoid-Subacromial 
2. Radiohumeral 
3. Trochanteric 
C. Acute and Chronic Uncalcified 
. Subdeltoid-Subacromial 
. Radiohumeral 
3. Olecranon 
. Trochanteric 
. Ischial 
Prepatellar 
. Achilles 
3. Heel 
(With heel spur ) 35 
(Without heel spur ) 20 
9. Hallux Valgus 7 
*Presented at a meeting of the Providence Medical Asso- 
ciation, at Providence, Rhode Island, December 2, 1957. 


4+. TENDINITIS (Calcified-Uncalcified ) 
A. Bicipital Tendinitis 
B. Flexor Tendons of Fingers 
and Thumb 
Trigger Fingers and Thumb 
De Quervains Disease 
Acute Calcareous Tendinitis 
Anterior and Posterior Tibialis 
Peroneals 
. Flexor Carpi Radialis and 
Ulnaris 
5. MISCELLANEOUS 
A. Spinous Processes 
B. Coracoiditis 
picondylitis 
Lateral 
Medial 
. Osgood Schlatter’s Disease 
Coceydynia 
Ganglia 
Acute Localized Myositis 
( Trapezius ) 
Peri-Arthritis of Knee 
Tender Fatty Nodules 
(Sacroiliac Dimples ) 
Adhesive Capsulitis 
(Frozen Shoulder ) 
K. Scars 
(Painful or Massive Scars ) 


Discussion of the biochemistry and pharmacol- 
ogy of hydrocortisone acetate is not within the 
realm of this paper. I wish to concern myself only 
with the clinical application of its use. Further, the 
chemistry of the synovial and bursal fluid, the 
X-ray changes which take place in various forms of 
arthritis and the pathological reactions of tenosyno- 
vitis, bursitis and other conditions to be discussed 
are well known; therefore, their discussion will be 
omitted in this presentation. 

Hydrocortisone has been reported as not only 
producing a local improvement on injection, but 
also as causing a general systemic amelioration. 
Brukes, et al, report that the anti-inflammatory 
capabilities of hydrocortisone are about 11% times 
that of cortisone. Hollander has reported that the 
injected microcrystals of hydrocortisone disappear 





THE USE OF HYDROCORTISONE 
within two hours, in the synovial fluid of joints, 
and make their way into the lining cells of the syno- 
vial membrane where they are retained. He is re- 
ported as concluding also that hydrocortisone is 
about 1/7 as soluble in plasma as cortisone and, 
therefore, may derive its anti-inflammatory qual- 
ities by remaining in the local area longer. 

I will now concern myself with the use of hydro- 
cortisone under five major headings: namely, ar- 
thritis, joint effusion, bursitis, tendinitis, miscel- 
laneous. 


Arthritis 

My experiences with the intra-articular use of 
hydrocortisone is based on the treatment of 1,072 
arthritic patients, with a total of 6,433 injections. 
Some of the patients received only one injection, 
while others received as many as fifteen injections, 
over a period of approximately thirty-one months. 
The average number of injections was six. Of the 
total number of patients, eleven had acute gout, 
thirty-nine had traumatic arthritis which followed 
fractures extending into the joints, and the re- 
mainder had either osteoarthritis or rheumatoid 
arthritis. 

The amount of hydrocortisone injected into a 
joint is dependent upon the size of the joint. Gen- 
erally, the larger the joint, the more hydrocortisone 
is used. I have not used more than 2 cc. or 50 mg. 
of hydrocortisone in any joint, nor have I used less 
than 0.25 cc. or 6.25 mg. of hydrocortisone. The 
average dose which I have injected into the various 
joints is as follows (in each case 25 mg. hydro- 
cortisone equals 1 cc. of the drug) : 

Joint 
Temporomandibular joint ........ 
Acromioclavicular joint 
Sternoclavicular joint 
Shoulder jot... 
Elbow joint 
Wrist joint 
Metacarpophalangeal joint 
Interphalangeal joint 
Hip joint 
A Re ere 
Ankle joint 
Metatarsophalangeal joint 


Dosage 


The technique which was followed by me, and by 
and large recommended by Doctor Hollander for 
the injection of the various joints is as follows: 

1. Ance Joint: The needle is inserted from the 
middle of the medial or lateral side of the 
patella and is directed posteriorly and lat- 
erally or medially, as the case may be. 

Hip Joint: The needle is started antero- 
laterally at about the middle of the junction 
of the neck of the femur and the trochanter. 
The needle is directed superiorly and me- 
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dially. When the needle passes through the 
capsule, one gets the same sensation as he does 
when he enters the spinal canal, when doing a 
lumbar puncture. 

. Shoulder Joint: The needle is inserted be- 
tween the tip of the acromion and the head of 
the humerus, with the needle directed down- 
ward and medialward. 

Acromioclavicular, Temporomandibular and 
Sternoclavicular Joints: The needle is in- 
serted straight into the joint. These joints are 
rather easy to enter as the examining finger 
can generally feel the joint spaces. 

Wrist Joint: The needle is inserted just distal 
to the end of the radius, on the dorsal side and 
straight into the joint. 

Elbow Joint: This may be entered posteriorly 
just proximal to the upper portion of the 
olecranon, with the elbow flexed at a right 
angle, or it may be entered laterally. 

. Ankle Joint: The needle is inserted into the 
anteromedial aspect of the joint just above 
the level of the tip of the internal malleolus. 

. Metacarpophalangeal, Metatarsophalangeal 
and Interphalangeal Joints: The needle is in- 
serted on the lateral side of the joint. 


Observations 


My observations have shown that there is an 
improvement which starts from a few hours to a 
few days after the injection, and lasts from a few 
days to many months. The over-all picture has been 
that approximately 8.5 joints out of every 10 in- 
jected have improved. The patient generally re- 
ports a decrease of pain, a decrease of stiffness in 
the joint and an increase in motion. Any one or any 
combination of these improvements may take place. 
It is noted that the longer a swelling has existed 
in a joint, the less this is affected by hydrocortisone. 

In the 1,072 cases treated, no case was included 
which was not followed for at least three months 
since the last injection. Of the total group, 267, or 
approximately 25 per cent, obtained so much relief 
after one to three injections, that no further treat- 
ment became necessary for three months or longer. 
This group included some cases of gout and trau- 
matic arthritis. 643 patients, or approximately 60 
per cent, obtained temporary relief and have main- 
tained their relief by periodic injections of from 
one to three months. The remaining 162, or ap- 
proximately 15 per cent, can be considered to be 
failures, as they did not improve after one single 
and one double dose of hydrocortisone. 

It is to be concluded that the most important 
observation made in this series of cases is that 
hydrocortisone does not produce complete relief in 


all cases, and in some cases no relief whatever is 
continued on next page 
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obtained, while in still other cases, the pain is made 
worse, following the injections. In the cases made 
worse, the pain and swelling, if there was any, in- 
creased within two hours following the injection 
and the joint became warmer. The patient, in most 
cases, reported the effects two to five hours after 
the injection. All of these cases cleared up within 
twenty-four—forty-eight hours with rest of the 
joint, mild sedation and the application of cold 
compresses. No infection occurred in the series. 


Joint Effusion 
Under this group I have had experience with 
cases of traumatic hemarthrosis and hydroarthrosis 
of the knee joint. 


A. Hemarthrosis (33 cases). In thirty of the 
patients there was a definite history of trauma 
which generally consisted of a direct blow to the 
knee or a twisting injury. In each case the knee 
was generally swollen and generally tender. There 
was no localized tenderness over the semilunar 
cartilages or collateral ligaments, there was no in- 
stability, and X rays were entirely negative. These 
knees were aspirated and 2 cc. of hydrocortisone 
injected. In each case, from 15 to 100 cc. of sero- 
sanguinous fluid was obtained. The aspiration and 
injection was repeated on an average of three times 
in each patient. The effusion became less sanguin- 
ous with each successive aspiration. It is felt that 
the period of disability was shortened as a result 
of these aspirations. 


B. Hydroarthrosis (64 cases). There were 
sixty-four cases of synovitis of the knee joint with 
effusion, on whom a diagnosis of arthritis or in- 
ternal derangement of the knee joint could not be 
made. Most of these cases gave a history of mild 
trauma to the knee. The X rays in each case were 
entirely negative for any evidence of bony injury 
or disease. On examination of most of these knees 
the patella was ballotable, extension was complete 
and flexion was slightly limited and painful. There 
was no instability. In each case the knee was aspi- 
rated and 25 mg. of hydrocortisone was injected 
into the knee joint. The fluid obtained generally 
consisted of straw-colored synovial fluid. The 
amount of fluid obtained ranged from 25 cc. to 
100 cc. Approximately 90 per cent of the patients 
cleared up after one to five weekly aspirations and 
injections of hydrocortisone. A few patients (5 per 
cent) became worse following the injection. These 
cases were then treated by splinting the knee in 
extension, for a period of two to three weeks. The 
same form of treatment was used in another 5 per 
cent of the cases which did not improve in spite of 
repeated injections. One case continued to have 
severe swelling and moderate pain with the result 
that synovectomy became necessary, with a good 
post-operative result. 
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Bursitis 
The various types of bursitis with which I have 
had experience are as follows: 


A. Calcified Acute Buritis: I have treated three 
types of acute calcified bursitis ; namely, subdeltoid, 
radiohumeral and trochanteric. Of the three, sub- 
deltoid bursitis was encountered most frequently. 

a) Subdeltoid Bursitis (165 cases). These cases 
usually gave a history of extremely severe pain. 
A small percentage followed a fall on the shoul- 
der, but the vast majority gave no history of 
trauma. The symptoms consisted of extremely 
severe pain in the shoulder, to the extent that the 
patient was unable to sleep. Each patient had a 
severe degree of limitation of motion. On palpat- 
ing the shoulder, a trigger point of excruciating 
tenderness could generally be found. X rays re- 
vealed calcific deposits either in the subacromial 
or subdeltoid area. Treatment consisted of prep- 
ping the shoulder and infiltrating the tender area 
with 1 per cent novocain, with a 22-24 gauge 
needle. The needle was then driven down to the 
bursal area and an attempt made to suck out the 
calcific material by distending the bursa with 
novocain. If unsuccessful, an 18-20 gauge 
needle was inserted, and as much of the calcare- 
ous material removed as possible, by distending 
the bursa with novocain. This was followed by 
the introduction into the bursa of 114-2 ce. of 
hydrocortisone. 

Most of the patients responded dramatically to 
this type of treatment. Eight of the 165 patients 
treated required a second aspiration three to five 
days following the first aspiration. Of the total 
number of patients treated, 116 were females and 
49 were males. The left and the right shoulders 
were affected with about equal frequency. In 
about one third of the cases, the patients had mild 
residual pain for one to two weeks following the 
aspiration, but this gradually disappeared with 
diathermy treatments, small doses of Empirin 
with codeine, and in some cases the taking of 
Meticorten by mouth. 

b) Radiohumeral Bursitis (6 cases ). Six cases of 

this type were encountered. The patients did not 

give any history of trauma, but they complained 
of extremely severe pain in the affected elbow. 

The elbow appeared swollen, and motion was 

limited and painful. The patient had excruciating 

tenderness over the radiohumeral area, with mild 

swelling. X rays revealed calcification in the 

radiohumeral area. In each case, the excruciating 
area of tenderness was infiltrated with novocain, 
and a needle driven into the tender area and an 
attempt was made to suck out the calcific mate- 
rial. Calcific material was obtained in every case. 
This series of cases also produced a dramatic 
result, the vast amount of pain disappearing im- 
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mediately, and a small amount of residual pain 
disappearing within one to two weeks. 

c) Trochanteric Bursitis (12 cases). Twelve 
cases of trochanteric bursitis were treated. In 
every case the patient had excruciating tender- 
ness over the greater trochanter of the affected 
hip. The patient walked with a limp and there 
was no history of injury in any of the cases. 
X rays revealed definite evidence of calcific ma- 
terial, located immediately over the greater tro- 
chanteric area. These cases were treated by 
infiltration with 1 per cent novocain over the 
tender area. The patient lay on his side, the bad 
side up, and the bursa was injected with 1-2 ce. 
of hydrocortisone, after removal of the calcific 
material. These cases, too, obtained dramatic 
relief, the severe pain disappearing immediately, 
and a small degree of residual pain disappearing 
anywhere from a few days to two weeks. Some 
cases required diathermy treatments, together 
with supportive care by mouth. 

B. Calcified Chronic Bursitis. 

a) Subdeltoid Chronic Calcified Bursitis (200 
cases ). Two hundred of these cases were studied. 
In each case the patient complained of chronic 
pain in the shoulder, particularly on use of the 
shoulder. Forty per cent of the patients had some 
limitation of motion. X rays generally revealed 
evidence of calcification in the subacromial or 
subdeltoid regions. These patients were treated by 
the usual method of aspiration, with 75-100 per 
cent improvement after one to three weekly in- 
jections, in 78 per cent of the patients. In 20 per 
cent of the cases there was 25-75 per cent im- 
provement, after one to five weekly injections. 
Two per cent of the patients showed no improve- 
ment and these required surgical removal of the 
calcified bursa, with gratifying results. 

b) Radiohumeral Calcified Chronic Bursitis (6 
cases). These patients complained of mild 
chronic pain in the elbow, particularly on over- 
use of the elbow. Most of the pain was located 
over the radiohumeral area. On examination 
there generally was a complete range of motion, 
although supination and pronation were painful. 
There was tenderness over the radiohumeral 
area. X rays revealed evidence of calcific deposits 
over the radiohumeral area. Six patients who had 
this type of lesion were treated by this method, 
all of whom improved, after one to three weekly 
injections. 

¢) Trochanteric Bursitis (12 cases). Twelve pa- 
tients with this type of lesion were treated. They 
complained of chronic pain over the lateral 
aspect of the hip, immediately over the greater 
trochanteric area. As a rule, there was no limita- 
tion of motion, but adduction caused pain over 
the greater trochanter. There was tenderness 
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over the greater trochanteric area. Occasion- 
ally, there was a slight degree of swelling. 
These patients were treated by aspiration of the 
bursa, in the usual manner, with excellent re- 
sults. The injection did not have to be repeated 
in any of the twelve patients. All were consider- 
ably relieved from one to three days after the 
injection. 

C. Acute and Chronic Uncalcified Bursitis. 

a) Subdeltoid (30 cases). Thirty cases of this 
lesion have been treated—ten acute and twenty 
chronic. The ten acute cases were those in which 
the symptoms were the same as those under the 
calcified acute, except that we were unable to 
demonstrate the calcified material by X ray or 
by aspiration. Treatment consisted of injection 
of 2 cc. of hydrocortisone into the tender acute 
area, with results as dramatic as those in which 
the calcific material was removed in the acute 
calcified phase. The twenty which were classified 
as chronic had chronic pain in the shoulder, local- 
ized in the subdeltoid area. These patients had 
additional pain on use of the shoulder, and on 
examination there was mild to moderate local- 
ized tenderness in the subdeltoid bursal area. 
They received weekly injections for one to five 
weeks, with very marked improvement. 

b) Radiohumeral Bursitis (52 cases). These are 
the cases that had pain in the radiohumeral area, 
particularly on supination and pronation. X rays 
in these cases were entirely negative for evidence 
of bony injury or disease in the joint, or for any 
calcifications. None had acute pain and none gave 
a history of injury. These cases were treated by 
weekly injections of 1 cc. of hydrocortisone into 
the radiohumeral area, with only about 15 per 
cent of the cases gaining complete relief after one 
to five weekly injections ; 50 per cent were im- 
proved from twenty-five to seventy-five per cent ; 
the remainder were not affected in any manner. 
Treatment, in the latter group, was considered 
to be a failure. 

¢) Olecranon Bursitis (12 cases). Twelve cases 
of this type have been treated. All of the cases 
gave a history of striking their elbow against an 
object. All presented swelling of the olecranon 
area. Aspiration of the bursa was done, 5 to 15 ce. 
of fluid being obtained. Cases of septic bursitis 
are not included in this group. All of the cases 
improved after one to five weekly injections of 
1 cc. of hydrocortisone. I have not surgically 
excised olecranon bursae since I have been using 
hydrocortisone. Prior to my institution of this 
kind of treatment, surgical excision of an 
olecranon bursa was not an uncommon pro- 
cedure. 

d) Trochanteric Bursitis (10 cases). Ten of 
these cases have been treated, all chronic in type. 
continued on next page 
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Ikach patient presented pain over the greater 
trochanteric area, on walking. On examination, 
there was tenderness over the area, but X rays 
failed to reveal evidence of calcific material. In 
each case, the tender area was injected with 1 ce. 
of hydrocortisone ; complete relief was obtained 
after one to three injections. 

e) Ischial Bursitis (2 cases). These patients 
generally complained of pain on walking and on 
sitting, especially on hard objects. On examina- 
tion there was tenderness over the ischial tu- 
berosity. X rays revealed no evidence of calcific 
disease over the ischium. These patients have 
responded dramatically after one to two weekly 
injections of 1 cc. of hydrocortisone over the 
tender tip of the ischium. 

{) Prepatellar Bursitis (20 cases). Septic prepa- 
tellar bursitis is not included in this series. These 
patients were treated by weekly aspirations of 
the bursa, and the instillation of 25 mg. of hydro- 
cortisone. Eight of the twenty showed a bloody 
effusion. All cases subsided after one to four 
weekly injections of hydrocortisone. Some resid- 
ual swelling from the thickening of the bursal 
lining remained in six of the cases. 

g) Achilles Bursitis (5 cases). Five such cases 
were treated. These cases generally presented a 
swelling over the back of the heel, all occurring 
in women. The area was swollen and _ tender. 
X rays failed to reveal evidence of positive find- 
ings. No fluid was obtained in any of the aspira- 
tions, and in each case, one to two weekly injec- 
tions of hydrocortisone produced excellent re- 
sults. The patient was advised to wear a backless 
shoe for one to two months. 


h) Bursitis of the Heel With and Without Heel 
Spurs (55 cases). A total of fifty-five cases have 
been treated—thirty-five with heel spurs and 
twenty without heel spurs. These patients com- 
plained of pain at the bottom of the heel, par- 
ticularly on walking and standing. It is felt that 
in these cases it is not the spur that is causing the 
pain but rather a bursa that forms over the spur. 
These patients generally have a considerable 
amount of pain on palpation over the center of 
the bottom of the heel. They have responded very 
well to the injection of 1 cc. of hydrocortisone 
into the most tender, painful area. The results 
have been very satisfactory with both types— 
those with the heel spur and those without. No 
fluid and no calcific material has been obtained in 
these cases. None of the cases with heel spurs has 
required surgical removal of the spur. Seven 
cases have required second injections. Of these, 
four were those with heel spurs and three without 
heel spurs. Following the injection, these patients 
are made to walk with a piece of spongefoam 
rubber in the heel of the shoe. 
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i) Hallux Valgus (7 cases). Seven patients who 
had a bursa over the exostosis on the medial 
aspect of the metatarsal head who did not wish: 
to undergo surgical correction of the bunion had 
the bursa injected with excellent immediate re 

lief of pain and decrease in swelling. In five of 
the seven cases, 1 to 2 cc. of bloody exudate was 
removed from the bursa. These patients have 
required periodic injections from three to six¢ 
months apart, in order to keep them relieved oi 
pain. One of the patients was a physician who 
was subsequently operated upon for the removal 
of his bunion and since then has remained cured. 


Tendinitis 

A. Bicipital Tendinitis (30 cases). This type of 
lesion is due to a tenosynovitis of the long head oi 
the biceps muscle. These conditions may be either 
chronic or acute. The patient may therefore com- 
plain of pain in his shoulder of a few days’, weeks’ 
or even months’ duration. On physical examination 
one finds localized tenderness along the bicipital 
groove. The tenderness disappears as the arm is 
rotated either externally or internally, and _re- 
appears when the tendon rolls underneath the ex- 
amining finger. Motion of the shoulder may be 
complete or even limited. These cases may even- 
tually lead to the so-called frozen shoulder. X rays 
are usually negative. Thirty cases are included in 
this series—eighteen of whom obtained prompt re- 
lief with the injection of 2 cc. of hydrocortisone ; 
eleven improved after the second or third injection 
of 2 cc. of hydrocortisone, while one case failed to 
improve after five injections, with the result that 
this case was operated upon, at which time the 
transhumeral ligament was split, since it was found 
to be quite tight and binding the long head of the 
biceps into the bicipital groove. A portion of the 
adherent, swollen synovial sheath of the long head 
of the biceps was removed ; the pathological report 
indicated inflammation of the tendon sheath. This 
patient obtained complete relief. 

B. Tenosynovitis of Flexor Tendons of Fingers 
and Thumb (36 cases). These patients generally 
presented themselves with complaints of pain in 
the palm of the hand on the anterior aspect of the 
metacarpophalangeal joint area of the fingers or 
thumb. None gave a history of trigger finger. On 
examination, there was definite tenderness just 
proximal to the metacarpophalangeal joint crease 
of the hand, in line with the flexor tendons. In some 
cases a small tender nodule could be felt. Thirty-six 
of these cases are included in this series, all of 
whom responded to one or two weekly injections of 
hydrocortisone into the tender area, except for one 
case. This case failed to improve and therefore 
came to surgery. In this case the patient was found 
to have adhesive bands around the flexor tendons to 


the ring and middle fingers, and these bands were 
continued on page 85 
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continued from page 84 
removed. The pathological report indicated that the 
patient had an inflammatory lesion of the tendon 
sheaths. Although improved by the surgery, she 
still has some pain in her palm. 

C. Trigger Fingers and Thumb (45 cases). 
‘These cases are not unlike the tenosynovitis of the 
flexor tendons of the fingers and thumb, except 
that the adhesive bands are much tighter. It is felt 
that the tenosynovitis of the tendons of the fingers 
and thumb described in the preceding heading may 
eventually become trigger fingers. These patients, 
as stated, had about the same complaints and physi- 
cal findings as those with tenosynovitis, except that 
there was a definite snapping of the fingers and 
thumb. Forty-five of these cases have been treated 
with injections of hydrocortisone into the tender 
area. In some cases a small cyst was broken up with 
the needle, at the time of the injection. These pa- 
tients obtained excellent results except in two cases 
which recurred—one after three months and the 
other after five months. The injection was repeated 
with gratifying results. 





D. DeQuervain’s Disease (35 cases). This con- 
dition is due to an adhesive tenosynovitis of the 
abductor pollicis longus and extensor pollicis 
brevis. The patient generally complains of pain 
over the radial styloid area on flexon of the thumb 
and on supination of the forearm. A nodule may 
be felt over the radial styloid area. An injection of 
1 cc. of hydrocortisone was given immediately over 
the tender area. Thirty-five cases have been treated 
by this method, thirty-three of whom obtained re- 
lief within a week of the injection, and the remain- 
ing two required a second injection. Six of the cases 
which obtained prompt relief required a second in- 
jection four to seven months following the first 
injection, because of recurrence of symptoms, but 
none has required surgical operation. 

Ik. Acute Calcareous Tendinitis of Flexor Ten- 
dons of Fingers and Toes (6 cases). I have had 
experience with the treatment of six of these cases : 
one with calcification in the flexor tendons to the 
second and third toes of the left foot, and the re- 
mainder with calcification in the flexor tendon 
sheaths of the little, ring or index finger. In all of 
these cases the patient had extremely severe pain 
in the part affected, with marked swelling. The 
amount of tenderness was excruciating. The pa- 
tient could not make a fist in cases of the hand ; and 
in cases of the foot, could not bear weight without 
extreme pain. X rays revealed calcareous deposits. 
In each case the lesion was treated by needle evacua- 
tion of the calcific material and the injection of 
| to 2 ec. of hydrocortisone. About 90 per cent of 
the pain and swelling disappeared within two days 
and the remainder of the pain and swelling dis- 
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appeared within one week. 

F. Tenosynovitis of the Tendons of the Tibialis 
/Inticus and Tibialis Posterior (24 cases). A total 
of twenty-four cases of these lesions have been 
treated, twenty-one of whom have been completely 
relieved with one injection of hydrocortisone within 
one week’s time; two required a second injection, 
while the third required four weekly injections of 
1 ce. of hydrocortisone before complete relief was 
obtained. These patients generally complained of 
pain immediately over the tendon of these muscles 
in the region of the foot and ankle. In most cases 
there was definite swelling over the painful area. 

G. Tenosynovitis of the Peroneal Tendons (12 
cases). Twelve of these cases have been treated 
with injection of hydrocortisone, all of whom 
responded very favorably to one single injection of 
the medicine, except one which has required a 
monthly injection for the past three months, with 
improvement for about three weeks and recurrence 
of symptoms after that. This case is still under 
treatment. 

H. Acute Calcareous Tendinitis of the Insertion 
of the Flexor Carpi Radialis and Ulnaris Tendons 
(8 cases). Eight cases of this type have been 
treated. The patient generally complains of severe 
pain and swelling at the point of the insertion of 
these tendons. On examination there is found to be 
a limitation of motion of the wrist associated with 
pain, excruciating tenderness and swelling over the 
insertion of these tendons. X rays reveal calcareous 
deposit in the region of the insertion. Insofar as 
treatment is concerned, an attempt is made to evac- 
uate the calcific material with novocain, needling 
and then injecting 1 cc. of hydrocortisone into the 
painful area. One case, not included in this group, 
refused needling and was therefore operated upon ; 
calcareous material was obtained from the tender 
swollen area on the anterior aspect of the wrist. 


Miscellaneous 

A. Acute Tenderness over the Spinous Proc- 
esses (31 cases). The area which has been found 
to be mostly affected by this complaint is the tip of 
the spinous process of the seventh cervical or the 
first dorsal vertebra, or both. The next most com- 
mon site has been the tips of the spinous processes 
of the fourth to the sixth dorsal vertebrae. These 
patients may or may not give a history of injury. 
In two cases of the lesion affecting the seventh 
cervical spinous process, the patients gave a history 
of a whiplash type of injury. Most patients stated 
that their pain was aggravated on flexing the neck 
or trunk. On examination, the presenting finding 
was excruciating tenderness on palpation over the 
tip of the involved spinous process. X rays were 
negative. I am not entirely sure as to what causes 
this lesion, but I would surmise that it could be due 
continued on next page 
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to a small localized bursitis without calcification. 
An injury to the soft tissue structures immediately 
over the spinous processes could also take place 
from a stretching, a tearing or even a direct blow. 
These patients were all treated by the injection of 
1 cc. of hydrocortisone directly into the excruciat- 
ing area of tenderness. Thirty-one such patients 
have been treated, twenty-eight of whom obtained 
relief from one single injection of hydrocortisone 
and the remaining three required two injections 
before complete relief was obtained. None required 
any further treatment. 

B. Coracoiditis (12 cases). During the past five 
or six years I have paid a considerable amount of 
attention to a type of lesion which I have seen fit 
to label coracoiditis. These patients generally come 
in with a complaint of pain on the anterior aspect 
of their shoulder, and examination is entirely nega- 
tive, except for definite localized tenderness imme- 
diately over the tip of the coracoid process of the 
scapula. The coracoid process, as you will remem- 
ber, is a point which gives origin or insertion to the 
short head of the biceps, the pectoralis minor and 
the coracobrachialis, It is my feeling that coracoidi- 
tis is a lesion of the shoulder which is the equivalent 
of an epicondylitis of the elbow. Epicondylitis is 
believed to be a stretching or tearing of the origin 
of the common flexors or extensors, as the case 
may be. It is my feeling that it is possible to have 
the same type of injury to the origin or insertion of 
the three tendons which have been enumerated, at 
the tip of the coracoid process. Twelve cases of this 
lesion have been treated with an injection of hydro- 
cortisone into the tender area over the tip of the 
coracoid process, ten of whom obtained relief from 
one injection; and of the remaining two, one re- 
quired two injections while the other required four 
injections. 

C. Epicondylitis of the Elbow (58 cases). In 
this series there were fifty-eight patients—six with 
medial epicondylitis and fifty-two with lateral epi- 
condylitis. Forty were in males while eighteen were 
in females. Forty-two cases affected the right elbow 
and sixteen the left. Most of the patients gave 
some history of forceful lifting with the right 
elbow, usually with the elbow partially flexed. All 
patients with lateral epicondylitis complained of 
additional pain over the lateral epicondyle when 
the hand was actively dorsiflexed against resist- 
ance, while those with medial epicondylitis com- 
plained of additional pain over the medial epicon- 
dyle when the hand was flexed toward the palm 
against resistance. All of these patients were treated 
with the local injection of 0.5 to 1 cc. of hydro- 
cortisone. One third of the patients complained of 
severe additional pain for twenty-four to forty- 
eight hours following the injection. These patients 
stated that they were unable to sleep during the 
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first night because of the increased pain in the 
elbow. This was felt to be due to a local reaction 
which subsided when sedation and cold applications 
were applied. 

E-picondylitis has not responded as well to the 
local injection of hydrocortisone as had been hoped. 
Only about one third of the patients injected ob- 
tained complete relief with one injection. The 
second one-third obtained 25-75 per cent improve- 
ment after two or more weekly injections. The 
remaining third was not helped at all. 

D. Osgood-Schlatter’s Disease (3 cases ). Three 
young patients complaining of pain over the tibial 
tubercle of the knee were treated. X rays of these 
knees revealed a fragmentation of the tibial tu- 
bercle. On clinical examination there was swelling 
and tenderness over the tibial tubercle. These pa- 
tients were treated by the local injection of 1 cc. 
of hydrocortisone with marked decrease of the pain 
within one week. No second injections were re- 
quired. Immobilization was not used on _ these 
patients. 

E. Coccydynia (15 cases). All the patients in 
this group were women, five of whom gave a his- 
tory of having had a fall on their buttocks and the 
remaining ten gave no history of any injury what- 
ever. In each case the patient complained of pain in 
the region of the coccyx, made worse by sitting 
squarely on the buttocks. On examination, the only 
finding which could be elicited was tenderness over 
the coccyx. There was no instability of the coccyx, 
and X rays did not reveal angulation, fracture or 
bony disease. The ten cases that gave no history of 
injury were called idiopathic coccydynia, while the 
remainder were called traumatic coccydynia. They 
were all treated with the injection of 1 cc. of hydro- 
cortisone into the most tender area. Four patients 
were completely relieved after one injection, two 
were completely relieved after a second injection, 
four were improved about 50 per cent and the re- 
maining five were not affected after three or more 
weekly injections. 

F. Ganglia (15 cases ). Injection treatment was 
tried on fifteen patients presenting a ganglion of 
the wrist. The majority of the ganglia treated were 
located on the dorsum of the wrist close to the 
radial side. A few on the anterior aspect of the 
wrist were also treated. In each case there was no 
history of injury, and X rays failed to reveal evi- 
dence of bony injury or disease. Examination in 
each case revealed a localized movable swelling in 
the region of the wrist, having little or no tender- 
ness, In each case the exudate in the ganglion was 
evacuated and 1 to 2 cc. of hydrocortisone were 
injected into the ganglion. Treatment in these cases 
was entirely unsatisfactory, as all recurred within 
one week to eight months. Treatment of ganglia by 
this method has therefore been abandoned. 
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THE USE OF HYDROCORTISONE 


G. Acute Localized Myositis (24 cases). My 
experience with this lesion has been confined 
largely to acute trapezius myositis. These patients 
present themselves complaining of severe pain in 
either one or both trapezii muscles on the top of 
the shoulder, with difficulty in turning their necks 
in any direction without severe pain. They generally 
give a history of acute inception of pain. X rays 
and laboratory examinations do not contribute to 
the diagnosis. Twenty-four such cases have been 
treated—eighteen unilateral and six bilateral. In 
each instance the tender muscle was injected with 
2 cc. of hydrocortisone mixed in 1 per cent xylo- 
caine. The amount of xylocaine used is dependent 
upon the size of the area to be injected. The smaller 
the muscle, the less xylocaine is used. In twenty of 
the cases treated by this method, the patient ob- 
tained so much relief within the first two days that 
no further treatment was necessary. The remaining 
four cases required a second injection two-four 
days later with relief shortly thereafter. Myositis 
is an inflammatory lesion; therefore, the relief 
obtained by the injection of hydrocortisone is felt 
to be due to the anti-inflammatory properties of 
the drug. 

H. Periarthritis of the Knee (31 cases). A 
number of patients presented themselves complain- 
ing of pain in and around the knee, superficially 
placed. In each case there was no history of injury. 
The patient complained of pain in the periphery 
of the knee on walking and when pressure was 
made against the knee ; X rays revealed no evidence 
of arthritic manifestations, and blood studies did 
not contribute to the diagnosis. In each case the 
patient had localized tenderness over some section 
of the knee. In eighteen of the knees treated, the 
patient had localized superficial tenderness over the 
medial aspect of the knee joint at the joint line. 
In none of these cases was there any history of 
locking or of giving out of the knee, and in no case 
was there noted any perceptible swelling of the 
knee. None of these cases was acute, as most of 
them had complained of pain in these areas for 
months. All of these cases obtained relief within 
a few days of the injection of 1 cc. of hydrocortisone 
in the trigger point of tenderness. A few required 
a second injection, while one case required three 
injections, 

I, Tender Fatty Nodules (9 cases). Nine cases 
are included in this group, which complained of 
pain over a nodule which is commonly found over 
the sacroiliac dimples in the lower back. The pa- 
tients stated that the pain was particularly felt when 
they would lie on their back in bed or when pres- 
sure from a corset or a belt was made against the 
nodule. Seven of the patients were females, while 
two were males. On examination, a small, tender, 
movable nodule could be felt immediately in the 
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region of the sacroiliac dimple. These nodules are 
felt to be either swollen, inflamed fatty tissue from 
pressure of corsets or belts, or they could be nodules 
which have herniated through fascia in these areas. 
These were all treated by the injection of 1 cc. of 
hydrocortisone directly into the tender nodular 
mass. Six of the nine cases were promptly relieved, 
while the remaining three were improved, but not 
completely relieved. 

J. Adhesive Capsulitis of the Shoulder (44 
cases). This diagnosis was made in patients who 
complained of pain in the shoulder and who had 
limitation of the various motions of the shoulder 
in varying degrees. Forty-four such cases were 
treated, all of whom were unilateral. The left and 
right shoulder were affected in practically equal 
numbers. In this group there were thirty females 
and fourteen males. X rays revealed small calcific 
deposits in twelve of the forty-four cases. In four 
of twelve of these cases the patient gave a history 
of what sounded like an acute subdeltoid bursitis, 
starting more than four months previously. In the 
remaining eight cases where calcification was noted, 
there was no history of acute bursitis. All patients 
were treated by weekly injections of 2 cc. of hydro- 
cortisone into the shoulder joint, together with 
active and passive exercises and neuromuscular 
stimulations. Most of these patients were placed on 
Meticorten therapy by mouth. These cases were 
compared to those which had been previously 
treated without the aid of hydrocortisone. My con- 
clusions are that hydrocortisone is of definite value 
in these cases as motion is restored faster and the 
patient experiences less pain. Three of the forty- 
four cases treated by this method obtained such 
minor improvement that brisement forcé under 
general anesthesia had to be done. It was observed 
that the greater the limitation of motion and the 
severity of pain when treatment was started, the 
longer it took to increase motion and to decrease 
the pain. 

K. Scars: Painful or Massive (4 cases). Four 
patients are included in this series, all of whom had 
undergone surgery with resulting painful or wide 
scars. One child had had a tendoachilles lengthening 
with a resulting wide, keloid-looking scar which 
was still present six months after the operation. 
This child was treated by the weekly injection of 
1 cc. of hydrocortisone subcutaneously, immedi- 
ately underneath the scar for three weeks with 
improvement in the appearance of the scars. Two 
patients had painful scars over the posterior crest 
of the ilium from which bone had been taken for 
spine fusion operations. These scars were quite 
tender, particularly when pressure was made over 
them. The scars were still painful — one eight 
months and the other twelve months after the 


operation. These scars were injected with 2 cc. of 
concluded on page 89 
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THE INFLUENZA EPIDEMIC AND 1957 MORTALITY 
IN RHODE ISLAND 


A Special Report of the Division of Vital Statistics of the Rhode Island 
State Department of Health 





ie 1957 there were eight deaths in Rhode Island 
which were due to influenza. This was an in- 
crease over the five influenza deaths recorded in 
1956. The 1957 total was half of the sixteen in- 
fluenza deaths in both 1950 and 1951. 

Pneumonia is a frequent complication of influ- 
enza. Since it is often difficult for a physician to be 
certain that a death was due to influenza and not 
pneum6nia, the number of pneumonia deaths 
should be considered. During 1957, in addition to 
the influenza deaths, there were 216 deaths due to 
pneumonia. This was an increase of 41% over the 
1956 total of 153 pneumonia deaths. It is note- 
worthy that, with the 16 influenza deaths in both 
1950 and 1951, there was no accompanying in- 
crease in the number of pneumonia deaths. 


Of the eight influenza deaths in 1957, all oc- 
curred in the period from October through Decem- 
ber, compared to one out of the five 1956 influenza 
deaths that took place in these months. Of the 216 
pneumonia deaths in 1957, 43% were in the last 
quarter of the year. This compares with 31% oi 
the 1956 pneumonia deaths that occurred in the 
same months. 

Four of the eight influenza deaths in 1957 were 
deaths of persons over 60 years of age. One oc- 
curred in the age range 30-39 years, two in the 
range 40-49, and one between 50 and 59 years. 
These four influenza deaths under age 60 were the 
first since 1953. Table 1 shows the age distribution 
of influenza deaths since 1950. 

The 1957 increase over 1956 in pneumonia 


TABLE 1 
Influenza Deaths by Age Groups: Rhode Island, 1950-1957 





70-9 Over 80 Total 





Year Under] 1-4 5-9 10-19 20-9 30-9 40-9 50-9 60-9 
1950 a 4 Ras : 2 1 3 6 16 
1951 wanted I 1 2 bE «4 5 3 3 16 
1952 mite =— 1 
1953 solcandnbane 1 1 1 2 : 5 
1954 be I 
1955 1 I 3 
1956 F : 1 I 3 5 
1957 1 2 1 1 1 2 8 





deaths was concentrated in the age groups over 60 
years. There were also increases, as shown in 
Table 2, in the 10-19 and the 40-49 age groups. 
A decline in the pneumonia deaths of children 
under 1 year, excluding pneumonia of the new- 
born, is to be noted. 


Table 3 shows that the increase in the combined 
influenza and pneumonia deaths during October 


and November accounted for a large part of the 


increase in these deaths in 1957. The upswing in 


influenza and pneumonia deaths during October 


and November 1957 was accompanied by a marked 


TABLE 2 
Pneumonia Deaths by Age Groups: Rhode Island, 1956 and 1957 




















Year Under 1 1-4 5-9 10-19 20-9 30-9 40-9 50-9 60-9 70-9 Over 80 Total 
1956 19 Z 1 1 4 1 7 16 28 42 32 153 
1957 een. ee 13 4 2 4 1 Z 1S 16 34 62 63 216 
TABLE 3 
Total Influenza and Pneumonia Deaths by Months: Rhode Island, 1956 and 1957 
Year Jan. Feb. Mar. Apr. May June July Aug. Sept. Oct. Nov. Dec. Total 
1956 15 15 14 16 12 9 12 9 7 15 9 25 158 
1957 16 14 19 10 12 16 12 11 14 oe 42 26 224 
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1958 


increase in the total deaths in these months. In 
October, total deaths were 13% above the average 
number of deaths in October from 1950-56. In the 
month of November 1957, deaths were 8% higher 
than the November 1950-56 average. The total 
deaths in December 1957 were slightly below the 
December average for 1950-56. 


FEBRUARY, 


The provisional number of deaths in Rhode 
Island for the year 1957 was 8,542, an increase 
from the 8,466 in 1956. Due to an increase in the 
estimated population, the provisional crude death 
rate dropped to 9.9 per 1,000 population in 1957. 
This is the first time that the Rhode Island death 
rate has declined below 10.0 per 1,000, although 
the United States crude death rate has been below 
10.0 since 1948. 

The 1957 increase in the number of influenza and 
pneumonia deaths should be viewed in historical 
perspective. The combined rate of death from in- 
fluenza and pneumonia has declined steadily since 
1937, with the exception of 1943 and 1944, from 
104 deaths per 100,000 population to a low of 15 
deaths per 100,000 in 1949. The death rate from 
1950-56 leveled off between 16.5 and 20.9 per 
100,000. The 1957 rate jumped to 26.0, This is the 
highest rate for influenza and pneumonia deaths 
since 1948. 

The over-all decline in this death rate was due 
to the introduction of new and effective chemo- 
therapeutic agents in the late 1930’s. The reversal 
of the trend in 1943 and 1944 was due to a pneu- 
monia and influenza outbreak in December 1943 
and January 1944. December 1943 had 16 influenza 
deaths and 99 pneumonia deaths out of the 1943 
total of 42 and 441 respectively. January 1944 had 
17 influenza deaths and 108 pneumonia deaths out 
of the 1944 total of 33 and 446 respectively. 

There have been many comparisons between the 
1918 and 1957 influenza epidemics. The data are not 
exactly comparable due to differences in certifying 
and classifying the causes of death. Keeping this in 
mind, in 1918, Rhode Island, with a population 
only 70% as large as today, had 2,306 influenza 
deaths, compared with 128 in 1917, There were 
1,802 pneumonia deaths in 1918, compared with 
1,111 in 1917. These produced an influenza and 
pneumonia death rate of 680.1 in 1918 contrasted 
with 204.5 in 1917 and 26.0 per 100,000 population 
in 1957. Besides the great difference in mortality, 
there was also a difference in the age distribution 
of the deaths. In 1918 over 50% of the influenza 
deaths were in the 20-39 age groups. 

The 1918 epidemic began with a very mild wave 
of cases, with negligible mortality, in the spring 
months. The second wave in the fall produced the 
increase in mortality. 

Doctor Leroy E. Burney, Surgeon General of 
the United States, has stated that a second wave of 
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influenza is anticipated in the early months of 1938. 
Due to the possibility of a recurrence, the Rhode 
Island Department of Health and the Public Health 
Service continue to urge the residents of Khode 
Island to take advantage of the availability of the 
flu vaccine. 





USE OF HYDROCORTISONE IN OFFICE PRACTICE 
concluded from page 87 


hydrocortisone in 4 cc. of xylocaine, with improve- 
ment. The last case resulted from an operative in- 
cision on the lateral aspect of the wrist eight months 
previously. This patient was treated with two 
separate injections of 2 cc. of hydrocortisone sub- 
cutaneously, done two weeks apart. The patient 
obtained considerable relief. 


CONCLUSIONS 


Hydrocortisone has been used in numerous con- 
ditions, including various types of arthritis, bur- 
sitis, tendinitis and many other varied conditions. 
The vast majority of the disturbances enumerated 
in the paper have responded very satisfactorily to 
the injection. The number of operations which | 
formerly did for calcified bursitis, trigger fingers, 
DeQuervain’s disease, etc., have been very marked- 
ly reduced by the injection of this drug. It is felt 
that injection therapy with hydrocortisone has a 
definite place in office orthopedic practice. 
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BASIC MEDICAL RESEARCH 


 ekboows OF circumstances and events have 
acted to reduce the rather provincial confi- 
dence of the average American in the idea that, in 
the natural order of things, his country now leads 
the world in practically every field of human en- 
deavor. Dramatically emphasized by the whirling 
soviet Sputniks, it has become clear to all that 
people other than Americans are in the forefront 
of achievement in very many phases of applied 
science. Individuals of intelligence and an average 
degree of awareness have known this all the time, 
and they have also recognized that these accom- 
plishments in the application of scientific knowl- 
edge have always rested on a foundation of prog- 
ress in basic research. Only now, however, is it 
becoming clear to “the man in the street” that the 
practical advances of tomorrow must depend on 
the results of the basic research of today. This 
applies to all scientific disciplines including medi- 
cine. 

This wide recognition of the need of greater 
development of basic research in practically all 
branches of science involves not only those who 
are primarily interested in general education but 
also the leaders in industry who had previously 
been considered by many to be concerned only with 
the application of scientific principles in the prac- 
tical development of products which they could 
make and sell. Medical research, for example, not 
only clinical but basic, has been studied by members 
of the pharmaceutical industry in the realization of 
the relationship of their work to the fundamental 


knowledge on which it rests. A recent publication 
“The New Era in Medical Research” published by 
Merck, Sharpe and Dohme Research Laboratories 
is an attempt to assess the present situation by a 
“survey of the attitudes of some leading people in 
the field.” In this pamphlet is discussed the relation 
of basic medical research to government, to the 
universities and to the pharmaceutical industry. 
It seems clear to anyone who has given serious 
thought to the matter and has followed published 
discussions of the subject that there is a basic need 
that must be met before basic research will be 
adequately expanded. This basic need is the need 
for a general realization of the value to the world 
of those who advance our basic knowledge. This 
means definitely greater recognition in our social 
structure of the pre-eminent place that our scien- 
tists should hold. Practically, this involves more 
public distinction and better salaries for the dedi- 
cated individuals who give their lives to their work. 
This should—and we believe would—result in a 
greater appeal to students of ability who are able to 
sense the ideals of these scientists and aspire to 
follow in their footsteps. It appears that it is not 
money that is lacking but talented individuals. In 
medicine, as in other fields, the same thing is true— 
and we of the profession, and the general public, 
should spend less time in praise of the surgical 
technician, great as are his triumphs, who can, for 
example, make repairs on a damaged heart, and 
more in appreciation of the people who have solved 
the fundamental problems of anticoagulation, anti- 
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biotics and anaesthesia that have made these 
achievements possible. Furthermore, what is re- 
quired is not only experts in research, but also 
teachers, inspiring teachers, who can fill the youth 
of our land with their enthusiasm and also a public 
which will accord to those whose accomplishments 
warrant it the recognition and honor that they 
deserve. 


THE MARCH OF DIMES 


In the crusade against poliomyelitis, the March 
of Dimes has become a national slogan, because it 
symbolizes American humanitarianism which by its 
copious generosity is enabling the National Foun- 
dation for Infantile Paralysis to begin its twentieth 
year of brilliant achievement. Since 1938 the Foun- 
dation has spent over $25,000,000 of March of 
Dimes money for professional education. This 
large sum, collected through popular appeal, has 
made it possible for the Foundation to finance re- 
search, to further the education and enlarge the 
opportunities of clinical specialists, physical thera- 
pists, occupational therapists, basic science teach- 
ers, medical social service workers, nurses and 
many others continuously engaged in the fight 
against poliomyelitis. 

Mr. Basil O’Connor, president of the National 
Foundation, recently listed four outstanding events 
in his report on polio for 1957. They are: the mas- 
sive vaccination promotion of last spring and sum- 
mer; the consequent drop in paralytic polio; the 
expanding research projects of the March of Dimes 
organization; the undertaking, by the National 
Foundation, of a program, called Operation Come- 
back, to bring the benefits of modern rehabilitative 
techniques to many thousands of polio patients who 
were stricken by the disease in years past, and still 
need this help. 

Said Mr. O’Connor, “Though 1957 was marked 
by a tremendous campaign to vaccinate the Amer- 
ican public against paralytic polio, a shocking num- 
ber of United States citizens are still unprotected. 
Only three of five Americans in the susceptible 
group under forty have had one or more injections 
of Salk vaccine. This leaves two out of five who are 
just as vulnerable to polio paralysis as if there had 
never been a Salk vaccine.” 

This is a serious situation; it should not, and 
need not be. Unless most of the 45,000,000 of our 
unvaccinated citizens under forty get vaccinated 
hefore the next polio season, there is no assurance 
that we may not again have epidemics and tragic 
crippling in 1958. 

Commenting on the dramatic drop in reported 
polio cases during 1957, Mr. O’Connor said that 
it is, as yet, too early to draw scientific conclusions. 
The widespread use of the Salk vaccine has been 
an important factor, but scientists point out that 
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1957 may have been a year of low polio virulence. 

In the first eleven months of 1957, only 5,747 
polio cases were reported in the whole nation, as 
against 14,974 in 1956, a decline of 62%. All of 
New England reported only 81 cases, as compared 
with the 1952-1956 average of 2,127, a decline of 
96%. In 1957, no cases of polio were reported in 
Rhode Island. 

Remarkable as is this record, the war on polio is 
by no means finished. Mr. O’Connor estimates that 
some 300,000 persons alive today are the victims 
of paralytic polio. Of these, about 100,000 may still 
be helped to a fuller and more gainful life by mod- 
ern surgical helps and recent advances in the tech- 
niques of rehabilitation. 

The National Foundation used $21,700,000 in 
1957 to bring medical care and rehabilitation to 
57,800 polio patients, 53,000 of whom were stricken 
in previous years. In 1958 the Foundation estimates 
it will need $21,000,000 for patient aid; it hopes, 
under its 1958 March of Dimes campaign theme, 
“Survival Is Not Enough,” to bring to many of 
them the fruits of modern rehabilitative science. 


VITAL STATISTICS 


The Rhode Island Department of Health 
through its Division of Vital Statistics has pub- 
lished for the first time, so far as we are aware, an 
annual report on vital statistics (covering the 
calendar year of 1956). This careful statistical 
analysis contains much valuable material. The list- 
ing of the Ten Leading Causes of Deaths in Rhode 
Island is interesting. The first three, diseases of the 
heart (42.0%), malignant neoplasms (17.7%), 
and vascular lesions affecting the central nervous 
system (11.0% ), comprise over 70% of all deaths 
in the state. The preponderance of degenerative 
disease is in conformity with the world-wide trend, 
and emphasizes the direction which future medical 
research must take. Accidents, although a signifi- 
cantly smaller percentage (4% ), were the fourth 
leading cause of death, indicating another area re- 
quiring concentrated effort. Although motor ve- 
hicles contributed prominently in this category, 
they, nevertheless, took second place to accidental 
falls. 

The section dealing with leading causes would 
have been more informative if a comparison with 
previous experience had been made, as is done else- 
where in the study. For example the death rate 
from tuberculosis dropped from 4.4 per 100,000 
population in 1939 to 0.4 per 100,000 in 1956. 
Deaths under one year declined from 66.5 per 1,000 
live births in 1927 to 23.8 in 1956, These are im- 
portant examples of the changes in mortality ex- 
perience. Perhaps with the publication of future 
editions greater use of comparative statistics will 
be possible. 

concluded on next page 











It is of interest that the population of Rhode 
Island has increased from 677,000 to 828,000 in 
the thirty years since 1927, A rather grim pros- 
pect, however, seems indicated for the City of 
Providence, which lost over 25,000 residents since 
1950. 

On the whole this fine report contains much more 
interesting reading than its dry statistical form 
would indicate. We congratulate the state Depart- 
ment of Health on making this excellent start, and 
trust that it is but the first of a long series. 


LUNG CANCER MORTALITY STUDY 


The National Cancer Institute and the National 
Office of Vital Statistics will soon undertake the 
collection of residence and smoking histories and 
additional diagnostic information for a national 
10% sample of lung cancer deaths to explore in 
further detail the possible relationship between 
these factors and lung cancer. The national total of 
lung cancer deaths to be queried during the year 
will be approximately 3,000, of which twenty-one 
will be checked in Rhode Island. 

The proposed study has been endorsed by the 
Association of State and Territorial Health Off- 
cers, and the Council of the Rhode Island Medical 
Society has approved of the study locally and urges 
all physicians contacted on the problem to lend com- 
plete support to the investigators. 


For control purposes an additional nine deaths 





THE TRUTH SEEKERS 


CLAUDE BERNARD 

Ardent desire for knowledge, and this knowl- 
edge really grasped, and yet always flying before 
them, becomes at once their sole torment and sole 
happiness. Those who do not know the torment 
of the unknown cannot have the joy of discovery, 

which is certainly the liveliest that the mind of 
man can ever feel. But, by a whim of nature, the 
joy of discovery, so sought and hoped for, van- 
ishes as soon as found. It is but a flash, whose 
gleam discovers for us fresh horizons toward which 
our insatiate curiosity repairs with still more ardor. 
Thus, even in science itself, the known loses its 
attraction, while the unknown is always full of 
charm. 

When you meet with a fact opposed to a pre- 
vailing theory, you should adhere to the fact and 
abandon the theory, even when the latter is sup- 
ported by great authorities and generally adopted. 

Put off your imagination as you take off your 
overcoat when you enter the laboratory; but put it 
on again, as you do the overcoat, when you leave 
the laboratory. Before the experiment and between 
whiles let your imagination wrap you around; put 
it right away from yourself during the experiment 
itself, lest it hinder your observing power. 

When I am in my laboratory, I begin by shutting 
the door on materialism and on spiritualism; I 
observe facts alone, I seek but the scientific condi- 
tions under which life manifests itself. 
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from cancer of the large intestine and rectum will 
be queried in this state. Corresponding data on 
smoking and residence history for the general poy- 
ulation will be collected by the Bureau of the Cen- 
sus as a supplement to its Current Population Sur- 
vey for May, 1958, and therefore the lung cancer 
information on these factors will represent a 
parallel report. 

The forms and procedures used in writing to 
physicians and relatives of the decedent to obtain 
the desired information have been pre-tested 
Pennsylvania with highly satisfactory results. 
Briefly, the procedure is as follows: the physician 
is queried first. This gives him an opportunity to 
contraindicate querying the family informant listed 
on the death certificate if he feels this would he 
desirable, or to suggest the name of another rela- 
tive. The letter to the family is sent about ten days 
after the one to the physician. The death certificates 
to be queried will be drawn from the Current 
Mortality Sample sent each month by the states to 
the National Office of Vital Statistics. 

This study represents another important ap- 
proach to resolve the problem of the rising total 
of lung cancer deaths. It is certainly desirable to 
test and to develop possible relationships with a 
variety of environmental factors, and a national 
study should prove most enlightening in the con- 
tinuing search for the answer to one of man’s most 
serious public health problems. 





Answer to Questions on Page 79 


1. Golfing 
2. Bowling 
3. Knitting 


4. Hairdressing (holding and opening with teeth 
steel hairpins ) 











SECTIONAL MEETING FOR 
SURGEONS 


More than 4,000 surgeons, surgeon specialists, 
nurses and related medical personnel from Canada 
and the United States are expected to attend a four- 
day Section meeting of the American College of 
Surgeons in New York City, March 3-6. 

The program will include hospital clinics, panel 
discussions, symposia, scientific papers, technical 
exhibits, medical motion pictures, ciné clinics, and 
separate programs in the various specialties. 

Headquarters hotels are the Waldorf-Astoria, 
Commodore, Biltmore and Belmont Plaza. In- 
quiries regarding the meeting should be directed 
to Dr. H. Prather Saunders, associate director, 
American College of Surgeons, at 40 East Erie 
Street, Chicago, Illinois. 
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Nilevar’ 





Increased nitrogen loss, with resulting nega- 
tive nitrogen balance, occurs in infection, 
trauma, major surgery, extensive burns, cer- 
tain endocrine disorders and starvation and 
emaciation syndromes. The intrinsic control 
of protein metabolism is lost and a protein 
“catabolic state” occurs. A patient requiring 
more than ten days of bedrest usually has had 
sufficient metabolic insult! to precipitate such 
a “catabolic” phase. 

Nilevar (brand of norethandrolone) has 
been used in patients with varied conditions 
including hyperthyroidism, poliomyelitis, 
aplastic anemia, glomerulonephritis, anorexia 
nervosa and postoperative protein depletion. 
The patients gained weight and felt better. 


ri 


stimulates protein synthesis, 
corrects negative nitrogen balance 


It was concluded? that “the drug certainly 
caused a reversal of rather recalcitrant or 
progressive catabolic patterns of disease.” 

Nilevar is unique among anabolic steroids 
in that androgenic side action is minimal or 
absent. 

The suggested adult dosage is three to five 
tablets (30 to 5O mg.) daily. For children 1.5 
mg. per kilogram of weight is recommended. 

G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 





1. Axelrod, A. E.; Beaton, J. R.; Cannon, P. R., and others: 
Symposium on Protein Metabolism, New York, The National 
Vitamin Foundation, Incorporated, (March) 1954, p. 100. 

2. Proceedings of a Conference on the Clinical Use of Ana- 
bolic Agents, Chicago, Illinois, G. D. Searle & Co., April 9, 
1956, pp. 32-35. 
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DISTRICT MEDICAL SOCIETY MEETINGS 









WASHINGTON COUNTY MEDICAL 
SOCIETY 

The annual meeting of the Washington County 
Medical Society was called to order at 11:40 a.m. 
on January 8, 1958. The meeting, held in the 
Nurses’ Lounge of Westerly Hospital, was pre- 
sided over by the president, Mildred I. Robinson, 
M.D. 

The minutes of the previous meeting were read 
and approved. 

Unfinished Business: John Robert Phelan, M.D., 
having been approved by the Board of Censors, 
was voted into membership in the Society. 

It was moved by Dr. Morrone and passed that 
an annual assessment of $5.00 be made from each 
member of the Society as a contribution for the 
Rhode Island Medical Society Benevolence Fund. 


Communications: An application from Dr. Bur- 
belo for membership in the Society was read and 
referred to the Board of Censors. 

An application from Dr. Arthur Roberge was 
read and referred to the Board of Censors. 

The Board of Censors were instructed to inves- 
tigate specifically the new applications of naval 
personnel and to review the qualifications of all 
service physicians who have become members of 
the Society. 

A resolution from the Santa Barbara County 
Medical Society was summarized for the Society. 
It was moved by Dr. Nathans and passed that the 
secretary write a letter to the Society stating that 
the Washington County Medical Society concurred 
with their feelings against Socialized Medicine and 
that the resolution was being referred to a special 
committee for further consideration. 

A questionnaire on the status of postgraduate 
education in psychiatry from the American Psychi- 
atric Association was presented to the Society. A 
motion was made by Dr. Morrone and passed that 
the secretary complete the questionnaire to the best 
of his knowledge. 

A letter was read from Mary D. Hartung, who 
is chairman of the Public Health Committee of 
the League of Women Voters of South Kingstown. 
It was moved by Dr. Agnelli and passed that the 
Washington County Society should encourage and 
endorse the excellent efforts of the League of 
Women Voters of South Kingstown in their inter- 





est in rural public health. 

Reports of Committees: Dr. Agnelli, represent- 
ing the legal committee of the Society, reported 
that the Committee had met in December with two 
members of the Bar Association. A joint meeting 
was suggested which would be turned over to one 
of the attorneys. Upon motion of Dr. Dewees, it 
was decided that a combined meeting be held 
Wednesday, April 30, 1958, 8:00 pP.m., at the 
Larchwood Inn, Wakefield, Rhode Island. A 
“Dutch Treat” dinner will precede the meeting (at 
6:30 P.M.). 

Dr. Tatum, treasurer, gave her annual financial 
report. It was moved and passed that the treasurer’s 
report be accepted without the usual auditor's 
approval. 

New Business: A motion was made that Dr. 
3urbelo be accepted as a member in the Society, 
subject to the approval of the Board of Censors. 
(Dr. Morrone) It was seconded and passed. 

A motion was made by Dr. Nathans that appli- 
cation of Dr. R. Singer, Pathologist of Westerly 
Hospital, be presented to the Society and referred 
to the Board of Censors. It was seconded and 
passed. 

The president appointed Dr. Farago and Dr. 
Nathans to serve as a committee to review the by- 
laws of the Society and make suggestions for 
needed revisions. 

The president appointed Dr. O’Brien and Nestor 
to be the special committee to review the resolu- 
tion of the Santa Barbara County Medical Society 
and make recommendations to the Society. 

The president appointed a committee of three to 
meet promptly and suggest a slate of officers for 
the Society for the coming year. 

A motion was made by Dr. Morrone which was 
seconded and passed that the list of officers as pre- 
sented to the Society by the nominating committee 
be unanimously elected to serve as follows: 


VE CAY IEC | Seen eae FREDERICK ECKEL, M.D. 
First Vice President................ JAMES McGRATH, M.D. 
Second Vice President... F. B. AGNELLI, M.D. 
| er TY NEDA Q. OGDEN, M.D. 
URC SMO chon ee JULIANNA TATUM, M.D. 
COUNCHIOP 0.0.0... ina Gauss JoHN P. JONEs, M.D. 


vse JOHN WALSH, M.D. 
continued on page 96 
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OFFICERS AND COMMITTEES, 
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OFFICERS AND COMMITTEES... . 1958 


THE PROVIDENCE MEDICAL ASSOCIATION , 





Officers — 1958 


Joseph G. McWilliams, M.D., President 


John C. Ham, M.D., Vice President 
Michael DiMaio, M.D., Secretary 
Frank I. Matteo, M.D., Treasurer 


Advisory Committee to the Community 
Iorkshops, Inc. 
Merle M. Potter, M.D., Chairman 
Nathan A. Bolotow, M.D. 
Raymond F. Hacking, M.D. 
Maurice W. Laufer, M.D. 
Frank Merlino, M.D. 


Grievance Committee 
William H. Foley, M.D., Chairman 
Albert H. Jackvony, M.D. 
Alfred L. Potter, M.D. 
Joseph G. McWilliams, M.D. 
Michael DiMaio, M.D. 


Entertainment Cominittee 


Harry Darrah, M.D., Chairman 
Robert W. Riemer, M.D. 
Bertram L. Holdredge, M.D. 
John P. Grady, M.D. 

Thomas L. O’Connell, M.D. 
Richard D. Femino, M.D. 
William A. McIntyre, M.D. 


Medical Milk Commission 


John T. Barrett, M.D.. Chairman 
Reuben C. Bates, M.D. 

3ertram Buxton, Jr., M.D. 
Harold G. Calder, M.D. 

John P. Grady, M.D. 

John E. Farley, M.D. 

Maurice Kay, M.D. 

Henry E. Utter, M.D. 


Committee on Legislation 

William A. Reid, M.D., Chairman 
Ezra Sharp, M.D. 

P. Joseph Pesare, M.D. 


Executive Comittee 
(In addition to Officers ) 

Robert V. Lewis, M.D. (1960) 
Arnold Porter, M.D. (1960) 
Robert R. Baldridge, M.D. (1959 ) 
Harry E. Darrah, M.D. (1959) 
Joseph A. Hindle, M.D. (1959) 
William A. Reid, M.D. (1959) 
Irving A. Beck, M.D. (1958) 
Louis I. Kramer, M.D. (1958) 
William S. Nerone, M.D. (1958) 
Frank D. Fratantuono, M.D. (1958) 


Disaster Committee 
James B. Moran, M.D.. Chairman 
Hilary H. Connor, M.D. 
]. Merrill Gibson, M.D. 


Francis W. Nevitt, M.D. 


Commuttee on Group Insurance 
Emanuel Benjamin, M.D., Chairman 
James H. Cox, M.D. 
Joseph G. McWilliams, M.D. 


Advisory Committee to the Medical Bureau 
John G. Walsh, M.D., Chairman 
Irving A. Beck, M.D. 

Francis V. Garside, M.D. 
Frank I. Matteo, M.D. 
Jack Savran, M.D. 


Program Committee 
Irving A. Beck, M.D., Chairman 


Seebert J. Goldowsky, M.D., | “ice-Chairman 


Charles E. Bryan, M.D. 
Gustavo A. Motta, M.D. 
Walter E. Hayes, M.D. 

Alex Burgess, Jr., M.D. 
Wilfred I. Carney, M.D. 
Maurice Kay, M.D. 

William S. Klutz, M.D. 
Frank D. Fratantuono, M.D. 
Americo A. Savastano, M.D. 
John Turner, M.D. 
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Delegates: HARTFORD GONGAWARE, M.D, (to 1959) 

James McGRATH, M.D. (to 1960) 
HENRY GRAINGER, M.D. 
Haves CLUXTON, M.D. 
ATTILIO MANGANARO, M.D. 
....LINWOOD JOHNSON, M.D. 


Censors 


Auditor 


A discussion was held regarding the financial 
responsibility of guests and visitors at the society 
meetings. The treasurer was instructed that future 
guests of physicians would be guests of the Society 
and the “meal tickets” would be paid for by the 
Society. 

Scientific Section: The film, Time and Two 
Women by the Rhode Island Division of the Amer- 
ican Cancer Society was shown under the direction 
of Leo J. Conley, Jr. Mr. Conley then presented a 
summary of the progress of the Rhode Island 
cancer survey research program. 


Members Present: Doctors Agnelli, Celestino, 
Cerrito, Chimento, Cluxton, Dewees, Eckel, Fa- 
rago, Gale, L. Johnson, Jones, Manganaro, Mc- 
Grath, Morrone, Nathans, Nestor, O’Brien, Ogden, 
Pinto, Robinson, Ruisi, Spicer, Tang and Tatum. 

Adjournment: The annual meeting of the Wash- 
ington County Medical Society was adjourned at 
2 p.m. A luncheon was served for members and 
guests in the hospital dining room. 


ELMER T. GALE, M.D., Secretary 


PAWTUCKET MEDICAL ASSOCIATION 

A dinner business meeting of the Pawtucket 
Medical Association was held on September 19, 
1957, at the Lindsey Tavern. 

Dr. Albert Gaudet, president, introduced the 
guests, including four candidates for membership, 
and Dr. Leland Jones. 

The secretary's report of the last regular meeting 
which was held in May was read and accepted. 

Communications received were read concerning 
action by the Rhode Island Medical Society Ad- 
visory Committee to the Department of Employ- 
ment Security, in response to the letter sent by the 
Society. There was a communication concerning 
legal opinions obtained by the State Medical So- 
ciety Grievance Committee on its procedures. 
There was an additional communication concerning 
public relations booklets available from the A.M.A. 
Applications for membership by Drs. Moreno, 
Mulvany, Napoli, and Slomin were read and re- 
ferred to the Standing Committee. 

A report was presented on the current status of 
Asiatic Flu by Dr. A. J. Gaudet. There was no old 
business, and under new business Dr. Lappin spoke 
about the Christmas party at Memorial Hospital 
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and it was requested of the hospital staff to hold a 
special meeting on Christmas arrangements. |r, 
Lappin spoke about administration of flu vaccine 
to the dependents of employees in industry. Dr, 
Kelley and Dr. Ruggles made comments on the 
Asian flu vaccine availability and distribution. ‘he 
business meeting was adjourned at 9:20 p.m. and 
was followed by a very interesting presentation by 
Mr. Harold Williams, leader in Boy Scout ac- 
tivities. 

The members present, including guests, were as 
follows: Drs. Billings, Bruno, Cunningham, Doll, 
Fortin, E. Foster, A. Gaudet, If. Gaudet, Hayes, 
Hecker, Hennessy, Gorfine, Forgiel, A. Jaworski, 
R. Jaworski, Jeremiah, L.. Jones, Kelly, Koropey, 
Lappin, Lucier, Matthewson, Metcalf, Mulvany, 
Napoli, Paull, Pineault, Ruggles, Schiff, Slomin, 
Sonkin, R. T. Stevens, Webster, and Zolmian. 


* * * 


A dinner business meeting of the Pawtucket 
Medical Association was held jointly with the 
Spatula Club at the Lindsey Tavern, October 17, 
1957. Those present included the Spatula Club 
members and Doctors Barron, Benjamin, Bruno, 
Doll, Damargian, Forgiel, Fortin, Gaudet, Hack- 
ing, Hanna, Hecker, Jeremiah, Kelly, Lappin, 
Lovering, Lussier, Matthewson, Moreno, Morris, 
Paull, Ruggles, Schiff, Stanley Simon, Slomin, 
Sonkin, Sprague, Stapans, Woodcome, and Zol- 
mian. 

The secretary’s report of the previous meeting 
was read and accepted. 

Communications received were read concerning 
State Medical Society activities. Expressions of 
sympathy were acknowledged with thanks by Doc- 
tor and Mrs. Trainor and family. Also, a letter was 
received from the Public Education Committee of 
the American Cancer Society about the availability 
of a motion picture on uterine cancer. 

The report of the Standing Committee endorsing 
the candidate for membership was read and ac- 
cepted. 

There was no old business, and under new busi- 
ness, Dr. Lappin spoke about increased coverage 
under Physicians Service and possible discontinua- 
tion of program because of loss on the doctors as 
a group. Dr. Albert Gaudet said he would contact 
Blue Cross and Physicians Service for information 
on the matter. 

Dr. Albert Gaudet urged participation in the 
dinner dance on October 19, and he spoke of our 
obligation to the United Fund, and the Benevolence 
Fund of our Society. 

The subject of the November meeting was an- 
nounced; and the four candidates, Drs. Moreno, 
Mulvany, Napoli, and Slomin were elected to 


membership. 
concluded on page 98 
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; compound unexcelled 


‘COSA-TET 


GLUCOSAMINE-POTENTIATED TETRACYCLINE 


PFIZER LABORATORIES 
(P, ZECT?) Division, Chas. Pfizer & Co., Inc. 
; Brooklyn 6, N. Y. 





New...from Pfizer Research 


Progress has been made in antibiotic therapy 
through the use of absorption-enhancing agents, 
resulting in higher, more effective antibiotic blood 
levels. 


For the past two years, in a continuing search 
for more effective agents for enhancing oral anti- 
biotic blood levels, our Research Laboratories 
screened eighty-four adjuvants, including sorbitol, 
citric acid, sodium hexametaphosphate, and other 
organic acids and chelating agents as well as phos- 
phate complex and other analogs. After months of 
intensive comparative testing, glucosamine proved 
to be the absorption-enhancing agent of choice. 
Here’s why: 


1 Crossover tests show that average blood levels 
achieved with glucosamine were markedly higher 
than those of other enhancing agents screened. In 
some cases this effect was more than double. 


2 Of great importance to the practicing physi- 
cian is the consistency of the blood level enhance- 
ment achieved with glucosamine. Extensive tests 
show that the enhancing effect with glucosamine 
occurs in a greater percentage of cases than with 
any other agent screened. 


3 Glucosamine is a nontoxic physiologic metabo- 
lite occurring naturally and widely in human se- 
cretions, tissues and organs. It is nonirritating to 
the stomach, does not increase gastric secretion, 
is sodium free and releases only four calories of 
energy per gram. Also, there is evidence that glu- 
cosamine may favorably influence the bacterial 
flora of the intestinal tract. 


For these reasons glucosamine provides you with 
an important new adjuvant for better enhance- 
ment of antibiotic blood levels. Tetracycline, po- 
tentiated physiologically with glucosamine, is now 
available to you as COSA-TETRACYN. 


Capsules 250 mg. and 125 mg. 


RACYN 





The most widely used 
broad-spectrum antibiotic 
now potentiated with 
glucosamine, the 
enhancing agent of choice 


®Trademark 
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The meeting adjourned at 9:15 p.m., and was 
followed by a panel discussion on matters of mu- 
tual interest to the doctors and our hosts, the 
Spatula Club members. 

a. 

A regular business meeting of the Pawtucket 
Medical Association was held at the Lindsey Tav- 
ern, November 21, 1957. Doctors Hanna, Chudolij, 
Horan, Gammell, R. T. Stevens, Lovering, Web- 
ster, Gorfine, Slomin, Cunningham, Doll, E. Fos- 
ter, Sprague, Rohr, Lappin, A. Gaudet, R. Hayes, 
S. Simon, Bruno, Paull, Riemer, Jeremiah, Hecker, 
Billings, Jones, S. Simon, Damarjian, Forgiel, 
F. Hanley, Kelly, H. Hanley, R. Lussier, Mulvany, 
Fortin, Tetreault and Stapans were present. 

The minutes of the previous meeting were read 
and accepted. 

A letter on Mental Health was read. Motion by 
Dr. Sprague that letter be filed was seconded by 
Dr. Kelly, and approved. 

The formal meeting adjourned at 8:45 p.m. and 
was turned over to the program chairman, Dr. R. 
Hayes, who introduced Mr. Edward Brown, secre- 
tary-treasurer since 1951 of A.F.L., I.A. of Ma- 
chinists, who discussed : 

1. The high cost of medical care. Doctors have 
aligned themselvs with reactionary and anti- 
social forces, especially in fighting socialized 
medicine. 

2. Largest item in medical care is hospitalization 

(increase in hospital care in 15 years 276% ) 

while increase in doctors’ charges was half 

that. 
3. Labor should have prepaid medical insurance, 
especially to take care of catastrophic illness. 


+. Association of Medical Associates warn 
Chamber of Commerce is “unholy”—to fight 
bugaboo of socialized medicine. 

5. Doctor is not to blame for high cost—his 
charges are not too high but his charges should 
be paid in advance, preferably by payroll de- 
duction. 

6. We should make more use of Curative Center 
because work compensation rates in Rhode 
Island are “way out of line.” 

Discussion : 

1. Cost of hospital labor is main reason for in- 
crease in hospital cost. 

2. Workmen’s Compensation rates are high be- 
cause there is possible high percentage of 
malingering. 

A general discussion of the complaints of labor 
vs. medicine followed for half an hour. However, 
except for statement by Mr. Brown that doctors in 
this area don’t charge too much, there were no 
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definite conclusions. 
* + * 
The Pawtucket Medical Association held a din- 
ner-business meeting on December 19, 1957, at the 
Lindsey Tavern. The following members were in 


attendance: Doctors Baron, Benjamin, Bleyer, 
Boucher, Bruno, Chapian, Cunningham, Doll, 


Forgiel, Fortin, Gammell, A. Gaudet, E. Gaudet, 
Giorgio, Gordon, Gorfine, F. Hanley, Hanna, 
Hecker, Hogan, A. Jaworski, R. Jaworski, Jere- 
miah, Kelly, Lappin, Lovering, Lussier, Moore, 
Mulvany, Napoli, Paull, Rosin, Ruggles, Schiff, 
Senseman, T. Sheridan, Slomin, Sonkin, Sprague, 
Stapans, R. T. Stevens, Vezza, Webster, Zolmian. 

The minutes of the previous month’s meeting 
were read and accepted. 

There was no old or new business, and _ there 
were no committee reports. Dr. Daniel Liang’s 
application for associate membership was intro- 
duced and turned over to the Standing Committee ; 
and the meeting formally adjourned and was fol- 
lowed by an exchange of Christmas gifts and 
awarding of door prizes under the direction of 
Dr. Eugene Gaudet in behalf of the Christmas 
Program Committee. Following which, Dr. Albert 
Gaudet wished us Merry Christmas, Happy New 
Year, and good night. 

Respectfully submitted, 
Davin W. RuccLes, M.v., Secretary 


KENT COUNTY MEDICAL SOCIETY 

The annual meeting of the Kent County Medical 
Society was held at the Varnum Armory on De- 
cember 11, 1957. 

The following slate of officers was elected: 
PE scsesicsinccrcnrar PauL HALTENBERGER, M.D. 
W566 PCO occ csiscsisicrsissrcisn Pau E. BARBER, M.D. 
Secretary... . RICHARD R. Dyer, M.D. 
FI oss cencneeens Joun MACK, M.D. 





The committees elected are as follows: 
Delegates to the R. I. Medical Society : 
1. Russell P. Hager, M.p. 
2. Peter Erinakes, M.p. 
3. Edmund T. Hackman, m.p. 


Councillor : 

1. Arthur E. Hardy, M.p. 

2. Joseph C. Kent, M.p. (alternate ) 

The R. I. Medical Society’s Benevolence Fund 

was discussed and it was the feeling of the Society 
that an assessment of its members should be made 
in accordance with such recommendations as the 
State Society might make. The Society went on 
record as being willing to support any decision the 
House of Delegates might make on this matter. 
Respectfully submitted. 
RicHArD R. Dyer, M.b., Secretary 
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NEW! 
OVERHEAD EXPENSE POLICY 
for 


R. I. PHYSICIANS 


Helps your Accident and Health 
insurance to do its job properly. 


The remarkably low premium 
for this plan, which 


PAYS YOUR 
PROFESSIONAL EXPENSES 


when you are disabled, is 
TAX DEDUCTIBLE! 


Literature and information 
supplied on request by 





R. A. Derosier Agency 
32 Custom House Street 
Providence 3, Rhode Island 
GAspee 1-139] 




















Fuller 
Memorial Sanitarium 


Located on Rt. 1 


South Attleboro, Massachusetts 


A modern non-profit hospital for the care and treatment of 
nervous and emotional disorders as well as long term geriatric 
problems. 

Physical, neurological, psychiatric and psychological exam- 
inations. 

Modern recognized psychiatric therapies. 

A pleasant homelike atmosphere in a beautiful and conveni- 
ently located institution. 

L. A. Senseman, M.D., F.A.P.A., Medical Director 

Edwin Dunlop, M.D. Michael G. Touloumtzis, M.A. 

Oliver S. Lindberg, M.D. William H. Dunn, M.S.W. 

Referred patients are seen daily (except Saturdays) 9-12 A.M., 
and by appointment. 


R. |. Blue Cross Benefits Tel. Southgate 1-8500 


Special Rates for Long-Term Care 


























The purity, the 
wholesomeness, 
the quality of 
Coca-Cola as 
refreshment has helped 
make Coke the 
‘best-loved sparkling 
drink in all the world. 


DRINK 





SIGN OF GOOD TASTE 
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MEDICARE REGULATIONS 


Calculation of Physicians’ Fees in Maternity Cases 





1 emg UsE OF the following scale should be helpful 
in calculations for antepartum care and consti- 
tutes the standard of calculation for antepartum 
care for the Dependents’ Medical Care Program. 
The Program became effective on 7 December 1956 
and care rendered prior to that date is not an obli- 
gation of the Government. Similarly, care rendered 
to a patient before her sponsor became an active- 
duty member of the Uniformed Services, or that 
care rendered after his separation from active duty, 
is not an obligation of the Government. 

This scale may be used in calculating any ante- 
partum situation whether or not 7 December 1956, 
as the beginning date of the Dependents’ Medical 
Care Program, was involved. The following ex- 
amples utilize an actual Schedule of Allowances in 
effect in one of the states and illustrates the use of 
the scale. The applicable fees from the Schedule 


SCALE NO. 1 
for 


Calculation of Maximum Allowances 
for Physicians’ Fees for Antepartum Care 
(whether pregnancy is terminated by delivery or 
otherwise ) 


Months of Pregnancy 


lst 2nd 3rd 4th 5th 6th 7th Bth 9th 1lOth 


lst Trimester 

Luotiytiily 
3 + $ 2nd_ Trimester 
a b c 


ulyrlysly 


af 33 WD 
f 


grd_Trinester 


thule 


1/3 343! 2/3 
































used were as follows: ge hi 
KEY 

a. First 6 weeks of pregnancy Y4 Code 4824, First trimester 

b. Next 4 weeks of pregnancy 4 Code 4824, First trimester 

c. Next 4 weeks of pregnancy ¥4 Code 4824, First trimester 

d. Next 5 weeks of pregnancy 14 Code 4825, Second trimester 

e. Next 4 weeks of pregnancy 1% Code 4825, Second trimester 

i; SRE IES FOL III aici eg ou 1% Code 4825, Second trimester 

g. Next 3 weeks of pregnancy . Y% Code 4826, Third trimester 

h. Next 3 weeks of pregnancy aut 1% Code 4826, Third trimester 

5) NIG eS TWAIN er er 1% Code 4826, Third trimester 
aes = Antepartum IR csc itecierersinni —— all amounts were rounded off to the nearest $0.50. 
Mode ABZ4 (257. oF Goce AB ZS) asccsssssscsccissceccctustscericens 50 rye. sada ‘ : ee i a 
Code 4825 (25% of Code 4823) 1750 This is permissible in the interest of administrative 


(50% Of Code 4823) voccccinnunnnnn 35,00 
Delivery and Postpartum ...0......ccccccccs 


Code 4826 
Code 4827 


In calculating the fractional parts of trimesters, 


a. First 6 weeks of pregnancy 


economy and may be used by all contractors. The 
following values for the key periods on the scale 


were used in the examples: 


Full Trimester 
$ 9.00 





b. Next 4 weeks of pregnancy 


4.50 $17.50 





seas 4.50 





c. Next 4 weeks of pregnancy 


6.00 





d. Next 5 weeks of pregnancy 0.000000... 
>». Next 4 weeks of pregnancy . 


6.00 17.50 





6.00 





€ 
f. Next 4 weeks of pregnancy 
g. Next 3 weeks of pregnancy 


12.00 





h. Wext 3 weeks Of pregnancy. ..n....ncciccccces 


—e 


Next 3 weeks Of pregnancy o.oo 


12.00 35.00 





e—— S_—— oo” 


12.00 





Example No. 1: If physician began antepartum 
care under Dependents’ Medical Care Program on 
7 December 1956 and rendered postpartum care 


following a normal term delivery on 1 March 1957, 
he would be entitled to the following fee: 
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MEDICARE REGULATIONS 
Code 4827 


Delivery and postpartum 





$90.00 





Code 4826 Third trimester 


35.00 





14 Code 4825 Second trimester (or “f” 


Total 


ONE SCAG ccna 


6.00 





$131.00 





Example No. 2: If physician began antepartum 
care on 10 February 1957 and rendered postpartum 
care after a normal term delivery on 1 March 1957, 
he would be entitled to the following fee: 


Code 4827. Delivery and postpartum...............0... $ 90.00 





Example No. 3: Patient was first seen by 
physician in 9th week of pregnancy, received con- 
tinuous antepartum care by same physician until 
her 31st week of pregnancy at which time she left 
locality with her husband who had an official trans- 











14 Code 26 Thi imeste bag S 4 A Th os . ce 
6 Code Se: Titew anew Cee Tom seaee TOME tee i physician would be entitled to the follow- 
Total ...... $102.00 ing fee: 
24 Code 4826 = Third trimester (“g” and “h” on scale) $24.00 
Code 4825 Second: trimester: (“di “e anid’ “8? Otis SCALE siissceccace snccrccrjrcaseopcoreceev er heanssccesccmonenssnnace AIO 
4 Code 4824 First trimester (“b” and “c” on scale) 9.00 
Total . $50.50 





Other clarifying statements on calculation of 
physician’s maximum allowances for maternity 
care: 

a. A physician rendering normal antepartum 
care may be considered to have rendered full care 
for the fractional period concerned if he sees the 
patient even one time in this period. (This refers to 
key periods “a,” “b,” “‘c,” ete. on scale.) A physi- 
cian, in rendering “normal” antepartum care ac- 
i cording to his customary practice, may see a pa- 
tient two or more times in any one fractional pe- 
riod; again he may not see the patient at all during 
a fractional period. If the physician considers that 
he has rendered normal antepartum care during 
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any trimester or any fractional period of a trimes- 
ter, his statement will be unquestioned unless gross 
information to the contrary is brought to the atten- 
tion of the fiscal agent. 

b. The week of pregnancy will be determined by 
recognized professional methods. Unless a gross 
error is recognized, the physician’s determination 
of week of pregnancy will not be questioned. 


; c. A physician rendering antepartum care begin- 


i ning anytime within the first eight weeks of preg- 
i nancy and continuing with the patient through de- 
livery and postpartum care, is entitled to full ma- 
ternity care (Code 4821) if he does not submit his 
statement until postpartum care is completed. If 
the physician submits statements for trimester pay- 
ments, as is his privilege to do so, he must calculate 
the amounts due in accordance with the scale using 
recognized professional methods in computing the 
weeks of pregnancy concerned, 


d. If pregnancy terminates in abortion or mis- 
carriage, the physician is entitled to the fee pre- 
scribed under Codes 4850, 4851, 4855 or 4860 (all 
dealing with miscarriage or abortion), whichever 
is applicable plus fee for whatever antepartum care 
he has rendered in accordance with the above scale. 





e. If pregnancy terminates in premature deliv- 
ery, the physician is entitled to full fee (Code 4821) 
if he has rendered continuous antepartum care be- 
ginning in the first eight weeks of pregnancy and, 
of course, if he renders care through delivery and 
the postpartum period provided he has not already 
submitted statements for trimester antepartum 
care. If physician has not rendered full antepartum 
care, the allowance for antepartum care is calcu- 
lated as per example for term delivery. In other 
words, the nine weeks immediately preceding de- 
livery (even if premature) will be considered as 
the third trimester for calculation purposes. A pre- 
mature delivery for purposes of this subparagraph 
will be that determined by recognized professional 
methods and will not be confused with abortions 
or miscarriages which are covered elsewhere. The 
physician’s diagnosis of premature delivery will not 
be questioned unless a statement made on his state- 
ment of services is obviously grossly in error. 


f. If pregnancy terminates in any type of Cesa- 
rean section and the patient is referred to another 
physician for this operation, the referring physician 
is entitled to fee for any antepartum care he may 
have rendered and to the fee for postpartum care 
if he renders this service. 


g. Pending contract renewals, the fees for Cesa- 
rean Sections are considered to be inclusive of ante 
and postpartum care. New contracts will be nego- 
tiated for fees for Cesarean sections and these fees 
will exclude antepartum and postpartum care. If 
the physician doing the Cesarean section has pre- 
viously received fees for antepartum care, either 
from the patient (prior to eligibility under the Pro- 
gram) or the Government, he should deduct the 
amount received from his statement. If, however, 
he has not rendered antepartum care, he should 
render his statement to the fiscal agent with a spe- 


cial report justifying the charge he considers rea- 
concluded on page 106 
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Nursing Homes Need Accrediting 

Doctor Kenneth B. Babcock, director of the 
Joint Commission on Accreditation of Hospitals, 
writing in the JOURNAL OF THE AMERICAN Hos- 
PITAL ASSOCIATION last month, maintained that the 
need for accrediting of nursing homes and other 
institutions providing care for chronically ill pa- 
tients is so acute that unless a voluntary program 
is established, the government will have to fill the 
void. While expressing the opinion that the Joint 
Commission might not be the vehicle which should 
do the accrediting, Doctor Babcock pointed out that 
‘The idea of better quality health care in our com- 
munities through surveying of every facet of care 
whether it be domiciliary or actual clinical medical 
care, is an important one.” 

“Are You Fit to Drive?” 

The American Medical Association is distribut- 
ing through physicians’ offices a new pamphlet, 
Are You Fit To Drive? which was prepared by the 
A.M.A. Committee on Medical Aspects of Auto- 
mobile Injuries and Deaths, in cooperation with the 
Center for Safety Education, New York Univer- 
sity. Maintaining the doctors can help answer the 
question of driving fitness, the pamphlet urges 
drivers to ask their doctors when they are in doubt 
about their fitness to get behind the wheel of an 
auto. Some of the things that make a driver danger- 
ous are cited as follows: 

—Emotional upsets. Unless a person can keep his 
mind on the wheel and not on his worries, he should 
not take the wheel. 

—The driver’s attitude. Some drivers feel the 
other fellow is always wrong. Some are aggressive 
and intolerant when they get into a car. They need 
to be mature. 

—Sleepiness. A sleepy driver is as much a hazard 
as a drinking one. Dozing is not restricted to night 
driving. When making long trips, a person should 
rest every two hours, drinking coffee or cola to stay 
alert. He should not take any medicine that makes 
him drowsy. 

—Medicines. Antihistamines, cold tablets, seda- 


tives, tranquilizers, and some other drugs may dull 
reflexes or impair coordination. Stimulants may 
make a person nervous. The doctor should be con- 
sulted about the side effects of any drugs. 

—Faulty vision. A driver needs regular eye ex- 
aminations; if he notices any change in his eyes 
between examinations, he should see his eye doctor 
immediately. To reduce eye strain, he should wear 
properly fitted sunglasses, but not after dark. To 
avoid tiring the eyes, excessive night driving 
should be avoided if possible. Hay fever or the 
common cold can blur the vision dangerously. 

—Certain nerve and heart disorders. Some may 
cause convulsions and others may result in occa- 
sional loss of consciousness. The doctor is the best 
judge of whether a patient with these disorders 
should drive. 

—Diabetes. Insulin reactions may cause diff- 
culties, but diabetic patients who follow their doc- 
tor’s advice can be safe drivers. 

—Old age. After 65, reflexes and coordination 
tend to be a little slower, people tire more easily, 
resistance to glare is lessened, and the ability to 
see at night is declining. Older drivers should 
schedule their trips at non-rush hours and should 
not spend long periods at the wheel. 

—And, of course, drinking. 


When Cults Are Given Recognition 
“Texas Crackdown” is what TIME magazine 
called the campaign of the Texas Board of Medical 
Examiners to rid the state of naturopaths and 
other cultists who have been fleecing the public of 
millions. In one week, 61 naturopaths in 29 coun- 
ties were arrested on criminal charges of unlaw- 
fully practicing medicine. A number face graver 
felony charges because they were found to be using 
narcotics and barbiturates. Nature healers have in- 
creased tremendously in Texas since 1949 when the 
legislature adopted easy-to-meet licensing require- 
ments. The legislation has now been declared un- 
constitutional because of its vague description of 
the healing arts. This is a good example of what 
happens when cults are given legal recognition. 
continued on page 104 
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HCI equivalent (phosphate- 


the new rapid-acting oral form of 
AcHromycint lia ; peor for its me a 
outstanding effectiveness against more than dosage: 
50 different infections...and Nystatin... the Basic oral dosage (6-7 mg. 
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of antibiotic treatment. on 
7Reg. U.S. Pat. Off. 
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THROUGH THE MICROSCOPE 


continued from page 102 


Medical Costs and Inflation 
The U. S. Department of Labor, through. its 
MontHiy Lapor REvIEW, recently reported that 
the costs of medical care at the end of 1956 were 
85% higher than 20 years earlier, with about two 
thirds of the rise occurring in the past ten years. 
When price changes for the more important in- 
dividual services are compared, as noted below, 
professional medical service fees are at the bottom 
of the list: 
% Increase 
1936-56 


Hospital room rates 264.8 
Men’s haircuts ..... 220.9 
Shoe repairs . 135.0 
Movie admissions 113.9 
Public transportation ..... 112.9 
Laundry service 107.8 
Automobile repairs .. 84.2 
Dentists’ fees 82.1 
General practitioners’ fees 72.8 
Surgeons’ fees ..... 59.5 


How Big Is the Bar? 

Writing under this title, Arthur J. Levy, a past 
president of the Rhode Island Bar Association, 
noted in the January issue of that organization’s 
Journal that the total number of lawyers in the 
country is estimated at 241,514, of whom 973 are 
listed in Rhode Island. There are thirteen states 
with fewer lawyers than here, with Nevada, in 
spite of the notoriety of Reno, the bottom on the 
list with 350. As for percentage of membership in 
the American Bar Association, Rhode Island 
stands well with 531 members or 54.6% as com- 
pared with a national average of 36.9%. 


New Policy on Mass Chest X rays 

The USPHS, as a result of a study made by a 
special committee of medical and health leaders, is 
changing its policy regarding mass chest X-ray 
campaigns for the detection of tuberculosis. The 
USPHS now recommends that the use of X rays be 
limited to special high risk groups such as persons 
confined to hospitals, certain classes of workers, 
and those known to have been exposed to the dis- 
ease. or the mass of the population, the USPHS 
says that tuberculin skin testing should be used 
first, followed by the chest X rays for those having 
a positive reaction. The service cited the problem 
of low-level radiation exposure from X rays and 
the changing nature of the tuberculosis picture in 
announcing this new policy. 


Record Growth in Population 
The Metropolitan Life Insurance Company 
notes in a recent issue of its SratisticaAL BuL- 
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LETIN that both the United States and Canada 
scored record population gains in 1957. In the 
United States the increase exceeded three million 
for the second year in a row, raising the total pop- 
ulation, including the Armed Forces overseas, to 
172,830,000 at the end of the year. 

In the almost eight years since the 1950 census, 
21.7 million people have been added to the pop- 
ulation, an increase of 1.7% annually. The Rhode 
Island population is reported for January 1, 1958, 
as 866,000, against an April 1, 1950 figure of 
792,000, a gain of 1.4%. 

Canada has been experiencing a much higher rate 
of growth than the United States, the population 
having increased almost 2,900,000 since June 1951, 
bringing the present total up to 16,900,000. 

The babies born in the United States in 1957 
were off to a good start in life, for infant mortality 
remained close to the all-time low level established 
the vear before. There were about 26.3 infant 
deaths for every 1,000 live births, compared with 
26.1 in 1956, 

The general mortality in the United States in- 
creased moderately during 1957, for the third suc- 
cessive year. The death rate for the total population 
was 9.6 per 1,000, compared with 9.4 in 1956 and 
with the record low of 9.2 in 1954, Deaths rose by 
65,000 in 1957 to a new high of about 1,630,000. 


FEBRUARY, 


Medicare Policy on Acute Mental Cases 

The office for Dependents’ Medical Care restates 
ina policy declaration that the government will pay 
civilian physicians and civilian hospitals for up to 
twenty-one days of hospitalization for treatment of 
acute mental and nervous disorders. An acute case 
is defined as constituting “an emergency requiring 
hospitalization for the life, health or well-being of 
the patient regardless of psychiatric diagnosis.” 
ODMC says extensions beyond twenty-one days 
for short periods may be considered when (1) there 
is necessity for more time for the sponsor to assume 
responsibility, (2) retention in the hospital for two 
or three weeks will result in cure or remission per- 
mitting the patient to return home, or (3) under- 
lying diagnosis for determining length of care can’t 
be made in twenty-one days. 


It’s a One-Way Street 

very argument that has ever been used to sup- 
port social security can be used with equal validity 
to support socialized medicine by changing a few 
words. If you ask for the one, prepare to get both. 
It is planned that way. 


Hospital Association Stand on Forand Bill 

The Board of Trustees of the American Hospital 
Association has gone on record that it believes the 
so-called Forand Bill (to provide hospital and 
surgical care for persons over sixty-five who are 
beneficiaries of the Old Age and Survivors Sys- 
concluded on next page 
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RELIEF FROM 

MORNING BACKACHE* 

AND A MOST 

COMFORTABLE NIGHT’S SLEEP 


First mattress designed 
in cooperation with leading 
orthopedic surgeons, this scientifically 
developed, firm mattress has afforded re- 

lief from morning backache frequently associated 
with too soft, sagging mattresses. 

Not just a firmer mattress, not just a mattress 
that’s been hardened up . . . the Sealy Posturepedic 
provides over-all support and comfortable resiliency 
—regardless of the sleeper’s size or weight. 


*Due to sleeping on a too-soft mattress 


SAVE $39 WITH THIS SPECIAL 


PROFESSIONAL DISCOUNT! 





SEALY MATTRESS CO. ¢ 79 Benedict St. © Waterbury, Conn. 
Please send me full details on how I may obtain my Doctor's Dis- 
count and save $39 on the purchase of a Sealy Posturepedic Mattress 
with Matching ‘“‘Coil-on-coil”’ Foundation. 


Name.. 
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tem), is not a suitable solution to the problem of 
financing the hospital needs of the aged. 

In explanation of its objections to the legisla- 
tion, the Association maintained : 

(1) “Eligibility of aged beneficiaries is based on 
attainment of prescribed ages without regard to 
their employment status and thus invites a progres- 
sive reduction of these age levels with the ultimate 
possibility of a total program of government- 
financed hospital care. 

(2) “The bill makes possible the provision of 
care for other than health reasons. 

(3) “The bill provides inadequate safeguards 
against governmental interference with the actual 
operation of hospitals. Such interference would 
most likely hamper evolution of patterns of hospital 
service to the detriment of patient care.” 


National Survey of Dentistry Scheduled 

The American Council on Education will under- 
take this spring a broad survey of dentistry in the 
United States, to assess the achievements, re- 
sources, and potentialities of the profession, to 
determine desirable areas of future development, 
and to recommend methods for the better provision 
of an essential service to the American people. The 
impartial and critical study will center on four 
areas: dental education, dental research, dental 
practice, and dental health. The $400,000 needed to 
finance the study will come from the American 
Dental Association, the Kellogg Foundation, 
Rockefeller Brothers Fund, and the Louis W. and 
Maud Hill Family Foundation. 


Life in the City Grows Healthier 

In 1901, the typical New Yorker could expect to 
live seven years less than the average American. 
Today New Yorkers have practically the same life 
expectancy as the rest of the population. So re- 
ported the Health Information Foundation re- 
cently. In evaluating improvements in urban 
health, the Foundation said, “It is important to 
give due credit in the cities to a much greater avail- 
ability of physicians, hospitals, and other diagnostic 
and treatment resources... .” 


Income Tax Guide for Physicians 

The Law Department of the American Medical 
Association has prepared a booklet titled FEDERAL 
IxNcomMeE TAX GUIDE FoR PuHysIcIANs which is 
scheduled for publication in the Journal of the 
A.M.A. also. Copy of the guide is available at the 
Medical Library for reference use by members of 
the Society, and a copy has been distributed to the 
secretary of each of the district societies. 
Chest Physicians Create Resident Loan Fund 


The American College of Chest Physicians has 
established a Resident Loan Fund to stimulate 
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interest in postgraduate study of chest diseases, 
and to assist worthy postgraduate students in con- 
tinuation of such studies. Any student who has com- 
pleted an internship of one year or more may apply 
for a loan. Applications should be directed to the 
College at its Chicago office. 





MEDICARE REGULATIONS 
concluded from page 101 


sonable. This report will be submitted to the fiscal 
agent who, in turn, will obtain advice of the medi- 
cal society and forward to the Office for Depend- 
ents’ Medical Care for adjudication. 

h. If a maternity patient should have to consult 
a physician in a locality away from that of her at- 
tending physician or clinic, the physician consulted 
is entitled to fee for a home or office visit under 
Code 0010 or 0011, whichever is applicable. (This 
has reference to his being consulted on a condition 
connected with the pregnancy and does not include 
any condition which is foreign to the pregnancy for 
which the Government or the patient may be re- 
sponsible in accordance with the provisions of the 
Program. ) 

i. If a patient finds it necessary to change physi- 
cians because of change of station or for other 
reasons, each physician rendering antepartum care 
is entitled to fee in accordance with the above scale 
for the antepartum care rendered by him. 

j. Physicians may add to their statements (DA 
Form 1863) those drug items which have been 
directly or indirectly furnished to the maternity 
patient. (Direct furnishing of drugs is: supplying 
drugs by the physician’s office to the patient ; in- 
direct furnishing is : the physician writes a prescrip- 
tion to the patient but has the pharmacy bill him 
(the physician) for the drugs dispensed. ) 

k. After 1 February 1958, the contents of this 
paragraph are not applicable to routine urinalyses 
performed in the physician’s office. A physician 
may also add to his statements the cost of labora- 
tory work performed for maternity patients in his 
office or for work performed in a laboratory for 
which the physician has paid. If the laboratory is 
operated by a physician, the laboratory physician 
may submit a statement for service rendered in- 
dicating that he has rendered the service at the 
request of the attending physician. 

Paut I. Roprnson 

Major General, MC 

Executive Director 

Office for Dependents’ Medical Care 





PATRONIZE JOURNAL ADVERTISERS 
























FEBRUARY, 1958 


oad Therapeutic Nutrition in Chronic Disease 
























: and Protein Nutrition 





is in Vascular Disease 





e- V \ hether the eventual solution of the problem of 
atherogenesis will come out of the field of dietetics, bio- 
physics, or pharmacology, one fact remains undeniable: 


Adequate protein nutrition is considered of impor- 
le tance for the age group most commonly affected by 
disease of the vascular system, so that the demands of 


good nutritional health might be met. 
y Meat is outstanding among protein foods. It supplies 
5 all the essential amino acids, and closely approaches the 


- quantitative proportions needed for biosynthesis of 
n human tissue. 


In addition, it is an excellent source of B vitamins, 
se including B, and By», as well as iron, phosphorus, potas- 
sium, and magnesium. 


s When curtailment of fat intake is deemed indicated, 
meat need not always be denied the patient. Visible fat 
n obviously should not be eaten. But the contained per- 
s centage of invisible (interstitial) fat is well within the 
limits of reasonable fat allowance. 





The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 


; American Meat Institute 
: Main Office, Chicago... Members Throughout the United States 
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AN OPINION STUDY OF 


PREPAID MEDICAL CARE 


COVERAGE IN MICHIGAN 





ie SEPTEMBER the Michigan State Medical So- 
ciety, at its House of Delegates meeting, re- 
ceived a voluminous report resulting from a survey 
it had ordered in April ‘‘to determine the attitude 
of the consumer public generally regarding services 
which should be offered, as well as the economic 
potential to pay for such services,” to answer spe- 
cifically these questions : 

(1) What medical services do people want cov- 
ered by medical prepayment plans, and what 
do they feel is the order of priority for these 
services ? 

2) How much will people be willing to budget 
for these services, and which of the services 
are they most willing to pay for? 

(3) What do doctors want from any prepaid 

medical or health insurance plan? 


(4) What data is available from other surveys 
conducted throughout the United States re- 
cently on the same questions 7 

The survey, operated on a fast moving schedule, 
was augmented by an extensive publicity campaign 
via radio, television and press. A thousand per- 
sonal interviews were conducted by Market- 
Opinion Research Company of Detroit, on a state- 
wide basis. The Michigan Health Council con- 
ducted a Survey of Consumer Opinion on Medical 
Care Protection by a mail questionnaire to 40,162 
persons, and the return was 4,702, or 11.9%. The 
Michigan State Medical Society mailed 6,340 ques- 
tionnaires to its members, and had a return of 
29.7% , all of which were tabulated separately from 
those returned by the general public to prevent bias 
in the survey. 

The wealth of material collated by the Survey 
calls for much reflection and close study of data 
compiled. Major conclusions are summarized from 
the report as follows: 


The present value of this study is that it sup- 
plies a true reflection of the desires and attitudes 
of both the purveyors and consumers of medical 
care in Michigan which cannot be fairly ques- 
tioned or distorted and upon which decisions 
affecting the lives of millions of persons can be 
reliably based. 





Those persons not covered by Blue Shield remain 
unprotected in the main, according to their replies, 
because they “can’t afford it.” 

No attempt was made to go behind this answer. 


* * * 

People like it, but some people don’t like to pay 
for it. 

* * Ok 

The doctors like Blue Shield too, even though 
they feel that its service can and should be im- 
proved. They are more skeptical of the favorable 
attitude held by the people than the facts warrant. 

The doctors have thousands of ideas for im- 
proving their corporation's service. They are not 
hesitant about expressing these ideas to their So- 
ciety or their corporation and seem perfectly will- 
ing to be identified with the thought they express, 
be it critical or complimentary. 

The doctors are not adverse in their attitude 
generally toward health insurance being sold by 
insurance companies. In fact, many, although a 
small minority of the total number, believe that the 
medical profession should “get out of the health 
insurance business altogether.” 

Sut they don’t like plans which propose closed 
panel service at all. 

The doctors’ chief gripe at Blue Shield is “in- 
equities” in the schedule of payments they receive 
for services. 

They say the fee schedule hasn’t kept pace with 
the changing science of medicine, nor the rising 
cost of living. They think most of the people who 
have an unfavorable attitude toward Blue Shield 
have such because the people don’t understand what 
benefits they are entitled to and have an exag- 
gerated concept of the amount of money they pay 
for protection. 

This judgment of the people’s lack of knowledge 
and understandings is borne out by the facts. 

There is evidence of sufficient dissatisfactions 
with various and sundry aspects of Blue Shield to 
warrant investigation of changes which might im- 
prove it, both from the standpoint of rates and 
benefits as well as from payments to doctors. This 
is not to say that, on the evidence, such a change 
should be drastic. 

* 
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The changes most often requested by respectable 
numbers of returns from doctors point to in- 
equities which, though they may have existed be- 
fore Blue Shield, are nonetheless accentuated, in 
the minds of the doctors, by Blue Shield. Special- 
ties, hardly in existence when Blue Shield was born, 
now have standards and skills demanding consid- 
eration of increased payments on the basis of every 
criterion save tradition, 

The public seems to understand and recognize 
the value of the more widely publicized medical- 
surgical procedures such as Surgery and X-ray 
and want to be protected against their cost so they 
can have these services wherever and whenever 
needed, Illustration of this fact is the almost unani- 
mous demand (96% ) for protection against Surgi- 
cal expense. Of the services not presently covered 
by Blue Shield, the highest number of people 
wanted X-ray in the doctor’s office or the hospital 
out-patient department. 

* * * 


Great numbers of people are almost shockingly 
unfamiliar with the provisions of their Blue Shield 
contract or their insurance policy. Insofar as rates 
are concerned they almost always think they are 
paying more than they are. They think they are 
paying an average of 100% more than they actually 
do! Reasons advanced for this common misconcep- 
tion is that the Blue Cross (Hospital) premium is 
often confused with the Blue Shield (Medical ) 
premium since they are sold in the same package 
and only one total payment per month is made. 
Nonetheless, the wide divergence from reality of 
the cost or rates of Blue Shield is a fact and (see 
above) a major cause for unfavorable opinion. 
Since the overwhelming proportion of Blue Shield 
protection is purchased through the place of em- 
ployment it is quite possible that the subscriber 
merely accepts what is offered and doesn’t find out 
what's in the policy. This may account for mis- 
conceptions about coverage which plague the doc- 
tors and makes them believe that the subscriber does 
not understand his contract. Almost fifty per cent 
of the doctors think that doctors, generally, don’t 
understand the coverage offered, either. 

:* £& * 

broadly speaking, the public wants most the 
benefits which it now has in the Blue Shield con- 
tract. But the people think they have more benefits 
in their contracts than are actually there. They 
want benefits they don’t now have in about the same 
proportion and preferential sequence as the ones 
they mistakenly thought they had. 

. * * 
Most of the doctors believe that some benefits 


not presently included in the Blue Shield contract 


should be. Certain generalists and internists are in 
concluded on next page 
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accord that some benefits which they would service 
should be included. Comparing the payments for 
their services now included in the contracts with 
those received by the surgeon and certain other 
specialties, they feel they are underpaid. 

Most doctors agreed that if outpatient diagnostic 
benefits were to be added to the Blue Shield con- 
tract, such benefits should not be limited only to 
treatment in a hospital outpatient department, but 
should be qualified if the treatment were in the 
doctor's office or certified laboratories too. 

: = oo 

The people are willing to pay more than they are 
now paying for prepaid medical care coverage. 

That statement is generally true but it is qualified 
with two provisions, 

The first qualification is that they will pay more 
than they are now paying if they get all the benefits 
they ask for, and it is quite obvious that they are 
willing to pay more than these services now would 
cost (at the prevailing $5,000 income limit fee 
schedule ). 

The other provision is that the income limit be 
raised to include a far larger majority of the people 
than is included under the $5,000 income limit. 

The evidence is that the people are willing to pay 
much more than they are now paying for the addi- 
tion of relatively few and not too costly additional 
services. 

This may be an index of prosperity or it may be 
conditioned by the fact that they now think they 
are paying more than they actually are. 

‘ & & 

A deductible feature is popular with a large 
number of people—almost a majority when it is 
predicated upon a lowering of monthly premium 
costs. The survey also showed that twice as many 
people wanted major and minor costs covered as 
wanted major costs only. The value of this latter 
conclusion (taken from the Consumer Opinion 
Survey) in determining public opinion is dimmed 
hy the demonstrated lack of unanimity on the mean- 
ing of the terms as well as a lack of knowledge of 
the various benefits. 
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THE RIDDLE OF STUTTERING by C. S. 
Bluemel, M.D. The Interstate Publishing Co., 
Danville, [linois, 1957. $3.50; $1.50 
The causes and treatment of stuttering (a term 

used to indicate pathological speech in this country ) 

are presented from a psychobiologic viewpoint. 

The concept that normal speech skills and patho- 
logic speech patterns are affected favorably or 
adversely by biologic and/or environmental stresses 
appears to have validity, and is in keeping with the 
modern philosophy regarding emotional problems 
in general. However, the author recognizes that at 
present the evidence is insufficient to suggest that 
all communication problems are primarily psycho- 
genic in origin. 

The development of normal and abnormal speech 
patterns is correlated with the constitutional 
strengths and weaknesses of the individual to form 
a basic treatment program. Poorly organized in- 
dividuals are not only prone to speech problems, 
hut also to accident proneness, psychosomatic com- 
plaints, and to a variety of neuro-psychiatric dis- 
orders. 

Treatment combines psychologic methodology 
with sensory training. A variety of technical meth- 
ods are outlined to help the affected individual 
conquer his problem. 

The author recognizes that the causes and effects 
of the stuttering must be clarified further before an 
effective methodology can be expected. The stut- 
terer is a complex individual with a multiplicity of 
problems based on inner tensions. These are overtly 
mainly reflected as a particular type of speech dis- 
order. Whether or not psychiatric techniques alone 
can cure all causes of stuttering is yet to be proven, 
but certainly there can be no disagreement that a 
sound program to alleviate these speech disorders 
must include psychotherapy. 

Eric DENHOFF, M.D. 


FEAR: CONTAGION AND CONQUEST by 
James Clark Moloney, M.D. Philosophical Li- 
brary, Inc., N.Y., 1957. $3.75 
This small volume is unique in its approach to 

the problem of fear and its conquest. It opens with 

a good chapter on tension, then proceeds to develop 

the thesis that a well-relaxed, mature and emotion- 

ally stable mother can instill in the child during the 


first five years the seeds of good mental health with 
freedom from fear. The author then develops the 
thesis that fear is contagious and the result of ten- 
sions and fears expressed and acted out by the 
mother and those present in the environment. The 
author uses certain cultures to prove these points. 

I was particularly interested in the study of the 
Okinawans and the explanation for the low in- 
stance of mental illness in that area. If this be so, 
I think a new look by the pediatricians and obstetri- 
cians at breast feeding of the infant would seem 
significant if we are to reduce effectively the ten- 
sions and fears that develop later in life. Further 
studies would seem indicated in this thought- 
provoking study of the Okinawans. 

This small volume should be of interest to all 
psychiatrists who are in the general practice of 
psychiatry where most fear and tensions are seen. 

LAURENCE A. SENSEMAN, M.D. 


THE DOCTOR AS A WITNESS by John 
Evarts Tracy. W. B. Saunders Co., Phil., 1957. 
$4.25 
Professor Tracy has written this small work in 

a conversational style that renders reading easy and 

pleasant. It is not a textbook on law but is, as the 

author states, “purely informational.” There are 
short chapters on Expert Testimony, Direct and 

Cross Examination, Preparation for Trial, Com- 

pensation of the Doctor-Witness, etc., all contain- 

ing information which a practicing physician is 
sure to find valuable at some time or other during 
his professional career. Chapter X, titled What 

Makes A Good Medical Witness, can be recom- 

mended especially to the physician making his first 

appearance in court. 

Thoughtful reading of this brief volume will 
provide basic information that should be possessed 
by anyone engaged in the healing arts. 

WittiAM H. Fotrey, m.p. 
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